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JOINTS INVOLVED IN GOUT 
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Recurrent joint pain followed by Enlargement of bursae such as in 


long periods of complete remis- this case involving the olecranon 
sion. (Percentages refer to inct- bursa. 
dence.) 


SERUM URIC ACID 
CONCENTRATION 
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a Colchicine test: full dose (0.5 
mg.) every 1 to 2 hours until pain 


is relieved or nausea, vomiting or 

Elevated serum uric acid levels. diarrhea occur. The test requires 
usually 8 to 16 doses. Pain relief 
is highly indicative of gout. 


FROM THESE FINDINGS...SUSPECT GOUT: 
RBENEMID 


A SPECIFIC FOR GOUT 


Once findings point to gout, long-term management can be started 
with BENEMID. This effective uricosuric agent has these unique 
benefits: 

Urinary excretion of uric acid is approximately doubled. 

Serum uric acid levels are reduced. 

Uric acid deposits (tophi) in tissues are mobilized. 

Formation of new tophi can often be prevented. 

Fewer attacks and severity is reduced. 





mao 
0.25 Gm. (% tablet) twice daily for ay 
one week followed by 1 Gm. (2 tablets) daily in divided doses. MERCK SHARP & DOHME 


BENEMID is a trade-mark of Merck & Co., Inc. DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 
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fatigue memory lapses 


muscular pain 


depression 





for middle-age slowdown 


Plestran is indicated as an aid in res- 
toration of vigor in middle-aged or 
elderly patients who complain of chronic 
fatigue... reduced vitality...low phys- 
ical reserve . . . impaired work capac- 
ity ... depression . . . muscular aches 
and pains . . Or cold intolerance. Such 
“signs of aging,’ ’ far from being due to 
physiologic disturbances, may often re- 
sult from endocrine imbalance, espe- 
cially gonadal and thyroid dysfunc- 
tion.'“* Plestran provides ethinyl estra- 
diol (0.005 mg.); methyltestosterone (2.5 
mg.), and Proloid®* (14 gr.)—hormones 
which help to correct endocrine imbal- 
ance and often halt or reverse involu- 
tional and degenerative changes.'~* 
Plestran restores work capacity and a 
sense of well-being, usually within 7 to 
10 days. It improves nitrogen balance, 
leads to better muscle tone and vigor, 
enhances mental alertness, helps to cor- 
*Purified thyroid globulin 


rect osteoporosis, senile skin and hair 
texture changes and relieves muscular 
pain. 


The anabolic and tonic effects of the 
hormones in Plestran appear to be en- 
hanced by combination so that small 
dosages are very effective. Combination 
also overcomes some of the disadvan- 
tages of therapy with a single sex hor- 
mone, such as virilization, feminization 
or withdrawal bleeding.” 


Dosage: Usually one tablet daily; occa- 
sional patients may require two tablets 
daily, depending on clinical response. 


Supplied in bottles of 100 and 500. 


References: McGavack, T. Geriatrics 
5:151 (May- jaan 1950. 2. At W. Bs 

Obst. & Gynec. 8:61 (July) 1956. 3. Kimble, 
S. T., and Stieglitz, E. J.: Geriatrics 7:20 
(Jan.-Feb.) 1952. 4. Kountz, W. B., and 
Chieffi, M.: Geriatrics 2:344 (Nov.-Dec.) 1947, 
5. Birnberg, C. H., and Kurzrok, R.: J. Am, 
Geriatrics Soc. 3:656 (Sept.) 1955. 


a metabolic regulator 





WARNER-CHILCOTT 


100 YEARS OF SERVICE TO THE MEDICAL PROFESSION 

















Chart shows marked rise 
in skin temperature of 
subject’s toes (from 20.1°C. 
to 32.5°C.) after single 

dose of Priscoline.' 




















Priscoline........ 


(tolazoline hydrochloride CIBA) 


When elderly patients complain of cold 
sensitivity in the extremities, impaired 
circulation can be suspected. In such 
cases consider the proved ability of 
Priscoline to increase peripheral circula- 
tion. “Priscoline was the most consistent 
and most effective vasodilator of several 
agents compared.. .”” 


1. Reedy, W. J.: J. Lab. & Clin. Med. 37:365 
(March) 1951. = 


SUPPLIED: 
TABLETS, 25 mg. (scored). 


Evixir, 25 mg. per 4-ml. 
teaspoon. 


MULTIPLE-DOSE VIALS, 10 
ml., 25 mg. per ml. 


CIBA 


SUMMIT, N.J. 2/2509MK 
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Combines palatability with effectiveness 


An entirely new manufacturing 
process has made Liquid “Trisogel’ 
a really palatable antacid. Its 
creamy, smooth texture and mild 
mint flavor assure you whole- 
hearted patient acceptance. An 
adult taste panel enthusiastically 
selected “Trisogel’ for texture, fla- 
vor, and color over all other formu- 
las and formula variations tested. 


‘Trisogel’ combines the prompt 
antacid action of aluminum hy- 
droxide with the more sustained 
effect of magnesium trisilicate. 


In the treatment of peptic ulcer, 
the usual adult dose is 1 or 2 table- 
spoonfuls every one to three hours. 


Available in 12-ounce bottles at 
pharmacies everywhere. 


*Trisogel’ (Magnesium Trisilicate and Colloidal Aluminum Hydroxide, Lilly) 


INDIANAPOLIS 6, 


INDIANA, U.S.A. 


862200 
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a superior psychochemical 




















for the management of both 
minor and major 


emotional disturbances 





dihydrochloride brand of thiopropazate dihydrochloride 





@ more effective than most potent tranquilizers 
@ as well tolerated as the milder agents 


@ consistent in effects as few tranquilizers are 


Dartal is a unique development of Searle Research, 
proved under everyday conditions of office practice 


It is a single chemical substance, thoroughly tested and found particularly suited 
in the management of a wide range of conditions including psychotic, psycho- 
neurotic and psychosomatic disturbances. 


Dartal is useful whenever the physician wants to ameliorate psychic agitation, 
whether it is basic or secondary to a systemic condition. 


In extensive clinical trial Dartal caused no dangerous toxic reactions. Drowsiness 


and dizziness were the principal side effects reported by non-psychotic patients, 
but in almost all instances these were mild and caused no problem. 


Specifically, the usefulness of Dartal has been established in psychoneuroses with 
emotional hyperactivity, in diseases with strong psychic overtones such as ulcera- 
tive colitis, peptic ulcer and in certain frank and senile psychoses, 


Usual Dosage e In psychoneuroses with anxiety and 
tension states one 5 mg. tablet t.i.d. 


e In psychotic conditions one 10 mg. tablet t.i.d. 
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e Significance of Cancer of the 
Head and Neck in the Aged is 
discussed by John J. Conley, 
clinical professor of otolaryn- 
vology, Columbia University 
College of Physicians and Sur- 
geons. He believes that the 
treatment of choice in all be- 
nign and malignant tumors of 
the neck is total and adequate 
surgical extirpation and that 
only rarely is it necessary to 
compromise this philosophy in 
the management of the older 
patient. The doctor’s role is to 
determine that chronologic age 
in itself is not a contraindica- 
tion to treatment, that ade- 
quate therapy does not contain 
prohibitive mortality, that 
benefits of the operation are 
not mitigated by severe loss of 
functicn and esthetics, and that 
all measures are taken to pro- 
tect and support these older 
patients in their therapeutic 
adventure. 


e In longitudinal and _ short- 
term studies of Some Factors 
Influencing Blood Cholesterol 
Levels in Adults, Anthony A. 
Albanese and his co-workers at 
St. Luke’s Convalescent Hospi- 
tal, Greenwich, Connecticut, 
found that blood cholesterol 
levels increase with age and 
that these values are not neces- 
sarily influenced by over- or 
undernutrition in terms of 
body weight. Administration of 
a soybean oil preparation, con- 
taining approximately equal 
quantities of saturated and un- 


e looking forward 
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saturated fatty acids, to adults 
on self-selected diets appears 
to have an equalizing action on 
the blood cholesterol level. 


e Local forms of therapy serve 
best as temporizing and ad- 
junctive measures in Pruritus 
Vulvae in the Elderly Female, 
according to Robert B. Green- 
blatt, professor of endocrinol- 
ogy, Medical College of Geor- 
gia, Jorge Martinez Manautou, 
visiting research fellow from 
the Hospital de Enfermedades 
de la Nutricion, University of 
Mexico, and Thomas L. Grif- 
fin and J. William Henry, stu- 
dents at the Medical College. 
The physical discomfort of 
pruritus vulvae, which is so 
frequently accompanied by 
mental disquietude and insom- 
nia, may be ameliorated by the 
combined use of antihista- 
minics, estrogens, and _ corti- 
coids topically and orally until 
the cause is discovered and 
specific therapeutic measures 
undertaken. 


e Provocative Tests for the 
Diagnosis of Early Glaucoma 
are valuable only when used 
intelligently and interpreted 
critically. Frederick C. Blodi, 
associate clinical professor of 
ophthalmology, State Univer- 
sity of Iowa, and chief of oph- 
thalmology, Veterans Adminis- 
tration Hospital, Iowa City, 
points out that such tests are 
only a part of the diagnostic 
procedures, which should in 
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clude diurnal curves, visual 
field, gonioscopy and, if pos- 
sible, tonography. In closed- 
angle glaucoma, the darkroom 
test is the test of choice. Pa- 
tients with suspected chronic 
simple glaucoma should be 
given the water-drinking test 
first, and, if that is negative, 
the Priscoline test should be 
done. 


e According to Paul Wenger, 
chief of the Neuropsychiatric 
Service, Veterans Administra- 
tion Center, Bath, New York, 
chronic schizophrenia in indi- 
viduals over 65 years of age re- 
tains some of its manifestations 
as seen in younger years, such 
as a tendency toward intro- 
version. All observations made 
in A Comparative Study of the 
Aging Process in a Group of 
Schizophrenics and Mentally 
Well Veterans point to a slow- 
ing down or even a standstill 
of the chronic deteriorating 
schizophrenic process in old 
age, particularly in a regulated, 
pleasant environment. On the 
other hand, the chronic schizo- 
phrenic process appears to ac- 
celerate the aging process. This 
latter process, however, is also 
subject to such factors as physi- 
cal constitution, will power, 
and intellectual and creative 
abilities. 


For these and other articles, 
abstracts, and reviews, read 
every issue of Geriatrics. 
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THERAPEUTIC GUIDE 


This THERAPEUTIC GUIDE provides a source of ready reference on materia 
medica related to various therapies, as advertised in this issue. All products 
advertised are listed but not every application of each product. To get maxi- 
mum benefit read what the manufacturers have to say on the pages indicated. 
For further details on any product write to the advertiser for amplifying 
literature, mentioning GERIATRICS. 


Analgesics & Narcotics 


Ascriptin ..... Spots Sa 
Baume Bengue .. 5 28 
Bufferin ..... 49 
Dilaudid ace 
Percodan . 29 
Percodan- Demi es 
Zactirin . 63 


Anoretic Agents 


Preludin Opp. 33 
Antacids & 
Intestinal Adsorbents 
Trisogel . : a 
Antiarthritics 
Ataraxoid ..... ee 
Butazolidin Alka Opp. 32 
Sigmagen 12-13 
Sterane 57 
Antiasthmatics 
Choledyl .. . 24 
Clysmathane : 115 
Medihaler-EP I, -ISO . 52 
Antibiotics 
Comycin bet. 16-17 
Cosa-Tetracyn .101 
Mysteclin-V To 
Panalba bet. 16-17 
Panmycin bet. 16-17 


Antibiotic-Sulfonamides 
Pen-Vee Sulfas . 5! 


Antidiabetic Agents 


Globin Insulin 19 
Antinauseants 

Antivert . ST! 

Bonamine . . 83 
Antispasmodics 

Artane . 45 


Ataractic Agents 


Atarax . g 59, 65 
Compazine oe 
Dartal ; Pee 
Deprol 46-47 
Equanil > | 
Miltown - C1 
Pacatal . 71 
Raudixin . 25 
Veralba-R . .107 
Cardiovascular hajeute 
Ansolysen 113 


Cartrax . 
Iodo-Niacin 
Metamine 

| My-B-Den 

| Peritrate 
Peritrate w 
Priscoline 
Rauwiloid 


Rauwiloid+Veriloid ... . 95 
Rauwiloid+Hexamethonium . 95 
Serpasil _e 99 
Theominal RS 3rd Cover 


WOOO 3. 8 nis. erry. 


Central Nervous Stimulants 


Analeptone <; 39 
Dexamy] Ree tb 
Marsilid 34-35 
Menic . eas ee 
Tetrad . aches cc eee 


Chlorophyll Preparations 
Chloresium .76, 84, 94 


Choleretic & 
Hydro-Choleretic 
Linodoxine ... : ‘ . 33 


Dermatological Fenpacations 
Diaparene 98 


Hist-A-Cort-E ......... ee 
Hypo-Allergenic Cosmetics 120 
Tashan Cream .... <n 
White’s Vitamin 

A & D Ointment . . 80 


Digestants & Tonics 


Doxegest eee | 

ENE s. . ba chart ewasen 77 
Diuretics é 

Neohydrin . , ‘ 60 


Equipment & Instruments 
Peer errr ee. | 


Erythropoietic Agents 
& Hematinics 





Faw ......; 14 
Foods & Bev wenges 
nn, MOPS ER SOO eae 116 
Cereals ..... . 90 
Dairy Foods . .118 
Oyen’ ..4...55 114 
ol ere wr} 4 
Strained & Minced Foods ....102 
Wheatena NEDA yee 108 
i! OE eer ee ere 40 








G-U Anti-Infectives 
& Antiseptics 


Dienestrol ....... .103 
PE retin ciwwks seats 88-89 
Mandelamine ............... 8 

ie ERE A eS 78-79 
_.. Re oe ree, 3 56 
DE Gevcoriawe 25 bc cewaem 48 

Hemorrhoidals 
Wyetnoigs TS cn eceel cn. 97 


Laxatives, Anticonstipation 
Products & Enemas 


nL GARR Era Ee Ra 100 
Caroid and Bile Salts . . B2 
2 SE ae ae ese 85 
Malt Soup Extract ......... 48 
eo ea PO eS 17 
Sal Hepatica .74, 96, 106, 121 
WORMINNUR. oss sacs oan Fae 26-27 
Lipotropic Combinations 
eee ea 50 
Miscellaneous 
8 Se ries ae 
Elastic Stockings ............ 91 


Muscle Relaxants 
Fle 





Respiratory Infection 
Medications 
Phenergan Expectorant . 


.109 


Steroids & Hormones 
Co-Deltra & Co- enpeiy ier 
Deladumone we 
SEE PS een 
Paracort & Paracortol 
Plestran 
Gantrisin 


22-23 





Uricosuric Agents 


Benemid ..2nd Cover 
Vasodilators 
rer 104-105 
WEEE a Sa Chebat xb naxse 10, 73 
Vitamins & Nutrients 
1 RE ae ae ee . 85 
__ | | SIERROGES a aati eB Bete 110 
RMIIONS Sid 0455! 0.6.e58 4.0 ars ner otnere 16 
Homagenets .......... bet. 48-49 
ee Ee 4th Cover 
eA tress 67 
DRS pus a herdpea aha ele 11 








8A 















58 
91 
93 


36 
1] 





“There is considerable 
evidence that 


properly controlled low or 
moderate doses of 


A recent J.A.M.A. 


editorial states: 


androgen-estrogen combinations 
are of value in many of 

the common disorders that 
occur in elderly patients. 
Some of the symptoms 

that respond to such combined 
hormone therapy seem to 

be primarily psychogenic in 
nature, such as 

nervousness, irritability, 
forgetfulness, fatigue, 

and depression. Some of the 
symptoms are due to definite 
physical deficiencies.” 

J.A.M.A. 163:359 (Feb. 2) 1957. 


*DELADUMONE’® is A SQuIBe TRADEMARK 







you can give your 
older patients a new 
outlook on life 















use combined hormone therapy at its best with 


DELADUMONE 


Squibb Testosterone Enanthate and Estradiol Valerate ~\ i 


Long-Acting A single injection of only 1 or 2 cc. is effective for 3 to 4 weeks. 
Properly Balanced Deladumone contains effectively balanced proportions of long- 
acting androgen and estrogen, minimizing side effects. This combi- 
nation has a greater potential for anabolic stimulation, correction 
of hormonal imbalance, and maintenance of psychic and nervous 
stability in men and women. 


Convenient, dependable, economical therapy Deladumone is easily administered 
and well tolerated. Because you inject Deladumone, there are no 
“skipped doses,” a feature inherent in oral therapy. Deladumone 
saves money for your patients. 


1 cc. and 5 ce. vials. Each cc. contains 90 mg. testosterone enanthate and 4 mg. estradiol valerate. 


Squibb Quality —the Priceless Ingredient 









‘And your hair has become very white; 


And yet you incessantly stand on your head— 
Do you think at your age, it is right?’ ” 


ALICE’S ADVENTURES IN WONDERLAND *™ prawine: JOHN TENNIEL, COURTESY GROSSET & DUNLAP 








VASTRAN is the easy way 


to dilate constricted intracranial vessels 


and increase circulation in older patients. 








WASTRAN helps relieve fatigue by 
increasing intracranial circulation and im- 
proving cerebral nutrition, brings a com- 
fortable sense of warmth and well-being. 
VASTRAN relieves elderly patients’ cold hands 
and feet through warming peripheral vaso- 
dilating action of nicotinic acid. 
WASTRAN also contains essential 
B-complex coenzyme factors and ascorbic 
acid to enhance cellular metabolism. 


WASTRAN is versatile: Indicated in 
osteoarthritis, bursitis, myositis, fasciitis, 
tendinitis, peripheral neuritis, low back dis- 
orders and common strains. VASTRAN is also 
beneficial in intermittent claudication, Ray- 
naud’s disease, Buerger’s disease, thrombo- 
angiitis, chilblains and cold hands and feet. 


Each vAstran® tablet contains: nicotinic 
acid, 50 mg.; ascorbic acid, 100 mg.; ribo- 
flavin, 5 mg.; thiamine mononitrate, 10 mg.; 
pyridoxine hydrochloride, 1 mg.; cobalamin 
(vitamin By activity), 2 mcg.; calcium pan- 
tothenate, 5 mg. 


Add Vastran to the 
over-all treatment of your 
aging patients. 





Dosage: vAsTRAN 1 tablet q.i.d. before meals. 


WASTRAN AMP — more than in- 
jectable vastraN: In acute or severe con- 
ditions, start therapy with injectable 
VASTRAN AMP solution. Rapid vasodilation 
is complemented by adenosine-5-monophos- 
phoric acid, as an aid in restoration of normal 
muscle function through increasing energy 
stores at the biochemical level. vASTRAN 
AMP contains in each cc.: nicotinic acid (as 
sodium salt), 20 mg.; adenosine-5-mono- 
phosphoric acid (as sodium salt), 25 mg.; and 
vitamin Bz, 75 meg. 


Note: vasTrRAN tablets, for peripheral circu- 
lation impairment, are not to be confused 
with vASTRAN FORTE capsules, for hyper- 
cholesteremia. 


References and literature on request: 


*For your complimentary first edition port- 
folio of 8 full-color “Alice” prints from the 
famous Tenniel plates, 8%” x 11”, suitable 
for framing (value $7.50), write to: 


WAM POLE 
LABORATORIES 
Plate Dept. 

35 Commerce Road, Stamford, Conn. 





























* But, 
Grandma, 
it’s 
your 


ip favorite 
| dish!” 








For the elderly patient who lacks appetite, is all worn out—too tired to eat— 


prescribe the high potency combination of B,, and B,: 


t RO ? H I T = for appetite 


25 mcg. B,. and 10 mg. B, per delicious teaspoonful or convenient tablet 


Smith Kline & French Laboratories, Philadelphia 


*T.M. Reg. U.S. Pat. Off. 





there’s pain and 
inflammation here... 
it could be mild 

or severe, acute 

or chronic, primary 
or secondary 
fibrositis—or even 
early rheumatoid 
arthritis 


more potent and 
comprehensive 
treatment than 
salicylate alone 


. assured anti-inflammatory 


effect of low-dosage 
corticosteroid’ 


. additive antirheumatic 


action of corticosteroid 
plus salicylate?-* brings 
rapid pain relief; aids 

restoration of function. 


. . wide range of application 


including the entire 
fibrositis syndrome 
as well as early or mild 
rheumatoid arthritis 


more manageable 
corticosteroid dosage 


. much less likelihood 


of treatment-interrupting 
side effects'~® 


. simple, flexible 


dosage schedule 











Acute conditions: Two or three 
tablets four times daily. After 
desired response is obtained, 
gradually reduce daily dosage 
and then discontinue. 

Subacute or chronic conditions: 
Initially as above. When 
Satisfactory control is obtained, 
gradually reduce the daily 
dosage to minimum effective 
maintenance level. For best 
results administer after 

meals and at bedtime. 
Precautions: Because 

SIGMAGEN contains 

Prednisone, the same 
Precautions and 
contraindications observed 

with this steroid apply also to 
the use of siGMAGEN. 





NEW 
LEDERLE 
HEMATINIC 
FEATURES 
NEW KEY COMPONENT 


FALVIN 


HEMATINIC LEDERLE 





INTRINSIC FACTOR CONCENTRATE WITH Bi2 


FALVIN FEATURES AUTRINIC—the new, highly active Intrinsic Fac- 
tor Concentrate that promotes intestinal absorption of Vitamin B::, 
resulting in serum By levels significantly higher than those ob- 
tained with Intrinsic Factors now in common use or Vitamin Biz 
alone 


HIGHER SERUM B,. LEVELS FOR A BETTER PATTERN OF RESPONSE 
IN ANTI-ANEMIA THERAPY 


THERAPEUTIC for anemia due to deficiency of recognized hemopoietic elements 

SUPPORTIVE where anemia is associated with other pathology 

PROPHYLACTIC in marginal deficiency states which may predispose to clinically 
overt anemia 

Each capsule contains: 

Vitamin B,» with Autrinic* Intrinsic Factor Concentrate. . . .1 U.S.P. Oral Unit 

Ferrous Sulfate Exsiccated 

Ascorbic Acid (C) 

Folic Acid 

Dosage: Two Capsules Daily 

FALVIN WITH AUTRINIC—INTRINSICALLY BETTER IN ANEMIA 


*Reg. U.S. Pat. Off. 


D> LEDERLE LABORATORIES DIVISION, AMERICAN CYANAMID COMPANY, PEARL RIVER, N. Y. 





anginaphobia: must anger cause angina? 


Fear of anginal attack may cause a patient to simmer in 

repressed hostility — potentially as harmful as blowing off steam. 
Remove the fear factor by lowering the anginal attack rate. Peritrate, 

a long-acting coronary vasodilator, reduces the frequency and severity 

of attacks, lessens nitroglycerin dependence, increases exercise tolerance. 
For the unduly apprehensive patient (especially early in treatment), 
Peritrate with Phenobarbital relieves tension without daytime drowsiness. 


Usual dosage: 20 mg. of Peritrate before meals and at bedtime. 


» Peritrate 


(BRAND OF PENTAERYTHRITOL TETRANITRATE) 


] and new Peritrate with Nitroglycerin 


WARNER-CHILCOTT 
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in common 
mixed 
infections 
... tetracycline 
phosphate 
alone 


in potentially 
serious 
infections 

... tetracycline 


phosphate 
plus 
novobiocin 


for the 

7 monilia- 
susceptible 
types 
... tetracycline 
phosphate 
plus 
nystatin 


PANALBA’ 


for children: 

















BROAD-SPECTRUM 
TETRACYCLINE 

IN ITS MOST 
EFFICIENT FORM 


Produces more tetracycline in the 
blood with no: more in the dose. 
No calcium-to: depress blood tevels.4 
Basic broad-spectrum therapy in 
bronchitis, pharyngitis, otitis media, 
tonsillitis; and other common 
respiratory. infections. 


1. Welch, br; Wright, W. W.; and Staffa, A. W.: 
Antibiotic Med, & Clin. Therapy 4:620, 1957. 


THE BREADTH OF 

PANMYCIN PHOSPHATE PLUS 
THE ANTIMICROCOCCAL 
DEPTH OF ALBAMYCINi 


PANMYCIN PHOSPHATE 
PLUS THE ANTIMONILIAL 
PROTECTION OF NYSTATIN 


The logical choice for patients 
requiring high doses of antibiotics or 
prolonged antibiotic therapy; for 
patients with previous monilial 
complications; for diabetics; patients 
on corticoids; the pregnant, debilitated, 
or elderly; and for infants, especially 
the premature. 
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The choice of a 
systemic antibiotic 
is a matter of 
clinical judgment. 


COMMON MIXED INFECTIONS 


USUAL DOSAGE: ADULTS: 250 mg. every 6 hours or 500 mg. every 12 hours. CHILDREN: 
Approximately 8 mg. per pound of body weight daily, in four equally divided doses every 
6 hours, or two equally divided doses every 12 hours. 


SUPPLIED: CAPSULES: 250 mg. in bottles of 16 and 100; 125 mg. in bottles of 25 and 100. 


PANMYCIN KM SYRUP: Each teaspoonful (5 cc.) contains tetracycline equivalent to 125 
mg. tetracycline hydrochloride, and potassium metaphosphate, 100 mg., mint 
flavor, in 2 fluidounce and pint bottles. 


IN POTENTIALLY 
SERIOUS INFECTIONS 


USUAL DOSAGE: ADULTS: 1 or 2 capsules three or four times a day, depending on the type 
and severity of the infection. CHILDREN: Proportionately less. 


SUPPLIED: Each powder-blue-and-brown capsule ‘contains Panmycin (tetracycline) 
Phosphate complex equivalent to 250 mg. tetracycline hydrochloride, and Albamycin 
(as novobiocin sodium) 125 mg.; in bottles of 16 and 100. 


Also available: PANALBA KM GRANULES (Pediatric). When reconstituted, each 5 cc. 
teaspoonful contains Panmycin equivalent to tetracycline hydrochloride, 125 mg. and 
Albamycin (as novobiocin calcium) 62.5 mg., and potassium metaphosphate 100 mg.; in 
pleasantly flavored vehicle. Dosage is based upon amount of tetracycline—6 to 8 mg. per 
pound of body weight per day in 2 to 4 equally divided doses. 


FOR THE 7 MONILIA- 
SUSCEPTIBLE TYPES 


USUAL DOSAGE: ADULTS: 1 or 2 capsules every 6 hours. CHILDREN: Proportionately less. 


SUPPLIED: Each brown-and-pink capsule contains tetracycline phosphate complex, equiv- 
alent to 250 mg. tetracycline hydrochloride; nystatin 250,000 units. In bottles of 16 


and 100. 


The Upjohn Company, Kalamazoo, Michigan 











Habit Time of Bowel Movement « PETROL 
(Aqueous Suspension of Mineral Oil, Plain) 
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NEW for angina 





links 
freedom from 
anginal 


New York 17, New York 


with a shelter of 


Tranni 
LlraQaiiy 


In pain. Anxious. Fearful. On the road to cardiac 
invalidism. These are the pathways of 

angina patients. For fear and pain are inexorably 
linked in the angina syndrome. 


For angina patients— perhaps the next one who 
enters your office—won’t you consider new 
CARTRAX? This doubly effective therapy combines 
PETN (pentaerythritol tetranitrate) for lasting 
vasodilation and ATARAX for peace of mind. 

Thus CARTRAX relieves not only the anginal pain 
but reduces the concomitant anxiety. 


Dosage and supplied: begin with | to 2 yellow CARTRAX 

“10” tablets (10 mg. PETN plus 10 mg. ATARAX) 3 to 4 times 
daily. When indicated, this may be increased for more 
optimal effect by switching to pink CARTRAX “20” tablets 

(20 mg. PETN plus 10 mg. ATARAX.) For convenience, write 
“CARTRAX 10” or “CARTRAX 20.” In bottles of 100. 

CARTRAX should be taken 30 to 60 minutes before meals, on 

a continuous dosage schedule. Use PETN preparations 

with caution in glaucoma. 

“Cardiac patients who show significant manifestations of 
anxiety should receive ataractic treatment as part of the 
therapeutic approach to the cardiac problem.” 


1. Waldman, S., and Pelner, L.: Am, Pract. & Digest Treat. 8:1075 




















Avoid “BOTTOM OF THE VIAL’ reactions 


Each cc. of Globin Insulin 
—including the last one— 





provides the same 
unvarying potency. 
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Of the intermediate-acting insulins, 
only Globin Insulin is a clear solution. 





24-hour control for the majority 
of diabetics 


GLOBIN INSULIN 


‘B. W. & CO.” 


ral BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
19A 





ns of 
if the 


AN AMES CLINIQUICK 


CLINICAL BRIEFS FOR MODERN PRACTICE 


when should 
varicose veins of 
the long saphenous 
system not be 
treated surgically? 


1. When the superficial veins are com- 
pensating for a deep circulation that has 
been obliterated by thrombophlebitis; 
2. when there is inflammation at the 
operative site in the groin; 3. when there 
is a very septic varicose ulcer; 4. when 
the patient is confined to bed for reasons 
other than varicose veins. 


Seurce— Barrow, D. W.: The Clinical Manage- 
ment of Varicose Veins,ed. 2, New York, Paul B. 
Hoeber, Inc., 1957, p. 79. 


in varicose vein complications 


MY-B-DEN® 


adenosine-5-monophosphate 


in medical or surgical management, sys- 
temic therapy with My-B-DEN relieves 
itching and edema, improves dry and 
scaling skin and speeds healing. 


dosage 

SUSTAINED-ACTION My-B-DEN: 20 mg./cc. 
and 100 mg./cce.—1 cc. daily or three times 
weekly as needed. 

My-B-DEN Sublingual Tablets—As a supple- 
ment to intramuscular injections—one tablet 
five times daily at hourly intervals. 


Note: Do not discontinue therapy should symiptoms 
suddenly increase. This phenomenon frequently pre- 
cedes the complete remission. 


Literature available to physicians. 


Ames Company of Canada, Ltd., Toronto 44458 


( AMES COMPANY, INC + ELKHART, INDIANA 





~ anxiety is the v 





heart 
disease 
is a state 
of stress 


EQUANIL 
Meprobamate 

PHENERGAN® HCI 
Promethazine HCI 


SPARINE® HCI 
Promazine HCI 











Meprobamate 





A Wyeth normotropic drug for nearly ® : 
every patient under stress Philadelphia 1, Pa. Relieves tension—mental and, muscular 
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Gastric distress accompanying “predni-steroid” 


therapy is a definite clinical problem —well 


*“In view of the beneficial re- 
sponses observed Ww hen antacids 
ind bland diets were used conconi- 
ilantly with prednisone and predni- 
solone, we feel that these measures 
should be employed prophylacti- 
cally to offset any gastrointestinal 
side effects.” — Dordick, J. R. et al.: 
\. Y. State J. Med. 57:20149 (June 
15) 1957. 





multiple compressed tablets 


lolyd 








*“It is our growing convic- 
tion that all patients receiving 
oral steroids should take each 
after with 
quate buffering w ith aluminum 


dose food or ade- 


or magnesium hydroxide prep- 


°—Sigler, J. W. and 
Kentucky 


aralions. 


Ensign, D. Ci: J. 


State M.A. 54:771 (Sept.) 19506. 


documented in a growing body of literature. 


high 
dence of this serious [gastric] 
side effect in patients receiving 


*“The 


apparent 


prednisone or prednisolone 
the advisability of 
routine co-administration of an 


suggests 


hydroxide gel.” — 
and Bunim, J. J.: 


158:159 (June 11) 


aluminum 
Bollet, A. J. 
2D; Ake Was Pie 


L955. 


One way to make sure that patients receive 
full benefits of “predni-steroid” therapy plus 
positive protection against gasiric distress is 
by prescribing CO-DELTRA Or CO-HYDELTRA. 


CoDeltra 


PREDNISONE BUFFERED 


provide all the benefits 
of “Predni-steroid” therapy — 
plus positive antacid protection 


against gastric distress 


eltra 


PREDNISOLONE BUFFERED 








2.5 mg. or 5.0 mg. of prednisone 
or prednisolone, plus 300 mg. of 
dried aluminum hydroxide gel 
and 50 mg. magnesium trisili- 
cate, in bottles of 30, 100, 500. 











MERCK SHARP & DOHME vision of MERCK & CO., Inc, Philadelphia 1, Pa. Qo) 








Choledyl, 400 mg. q.i.d., relieved associated bronchospasm 


In Emphysema, Choledyl 
Helps Normalize Breathing 


After two weeks on Choledyl, the geriatric patient registered 

this improvement: wheezing and dyspnea practically disappeared .. . 
coughing cleared up. . . breathing became almost effortless. 
Choledyl, the easily absorbed theophylline salt of choline, 

by producing therapeutically effective theophylline blood levels, 
relieves bronchospasm, prevents acute asthmatic attacks, 

stimulates the respiratory center, aids in reducing 

interstitial edema. And does this with virtually no gastric irritation! 





Nepera Laboratories, Morris Plains, N. J. 


CHOLEDYL 


Brand of Oxtriphylline 











to prevent the crisis episode in emph iysema 





“TOTAL 
MANAGEMENT 

HYPERTENSIVE 

PATIENTS @ 


to relieve pressures : 
in your patients Berk 










to relieve pressures 
on your patients 


rely upon 


RAUDIXIN 


Squibb Whole Root Rauwolfia Serpentina 


& 
“We are in firm agreement with Wilkins who states 


not habit forming and is synergistic with all other known hypotensive agents.” 

Finnerty, F. A. Jr.: New York State J. Med. 57: 2957 (Sept. 15) 1957. 

Raudixin—Whole Root Rauwolfia—“‘is often preferred to ca in private prac- 

tice because of the additional activity of the whole root.” ; 

Corrin, K. M.: Am. Pract. & Dig. Treatment 8:721 (May) 1957. 

Dosage: Two 100 mg. tablets once daily; may be adjusted within a range of 50 to 
300 mg. daily. Supply: 50 and 100 mg. tablets, bottles of 100, 1000 and 5000. 
“2 


SQUIBB 


Squibb Quality—the Priceless Ingredient 


SQUIBB 





*ravorxin'® 1S A SQUIBB TRADLCMARK, 


* RAUDIXIN IS THE SQUIBB BRAND OF RAUWOLFIA SERPENTINA 
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voids the colo 
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‘Morris Plains, N. J. 


cation and gentle 
ecal flushing. Ideal 
brative, geriatric 


jothy effectiveness in 


nduced or aggra- 
gic and ganglionic 


*Gasster, M.: Med. Times, to be published. 
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High-concentration topical salicylate-menthol therapy 
(BEN-GAY) offers safe, penetrating relief of painful 
joints and muscles resulting from overexertion. 


Menthol-induced hyperemia plus high local concen- 
tration of salicylate has been recently rediscovered 
as one of the safest and most promptly effective 
remedies for rheumatoid discomfort due to exposure. 


New, objective evidence: 


A double-blind study: has reaffirmed 
the exceptional efficacy and safety of 
conservative, local treatment of 
chronic rheumatic disorders with 
BEN-GAyY® (BAUME BENGUE), a high- 
concentration salicylate-menthol 
compound. 


The local and systemic effects of 
BEN-GAY were evaluated by entirely 
objective methods in 211 subjects of 
both sexes suffering from various 
types of chronic arthritis, bursitis, 
neuralgia, myalgia and lumbago. 
Changes in range of joint motion 
were determined by goniometer and 
by flexion. Topical application of 
BeN-Gay measurably improved artic- 
ular function in 94% when physical 
therapy was also used, and in 61% 
without adjunctive treatment. Effi- 
cient absorption of salicylate through 
the skin was indicated by an average 
urinary excretion of 15 mg. in 24 
hours. No ill effects were reported 
or observed. 


Benefits of Topical Salicylate 


in chronic rheumatic disease 


This controlled study offers new evi- 
dence of the efficacy and safety of 
local treatment of chronic rheumatic 
disease with BEN-Gay, one of the 
safest and most reliable formulae at 
the physician’s disposal. BEN-Gay is 
available in two strengths, Regular and 
Children’s. THos. LEEMING & Co., INC., 
155 East 44th St., New York 17, N.Y. 


1Brusch, C.A., etal.: Md. State Med. J.; 5:36, 1956. 
More efficient salicylate penetra- 
tion of treated area and quicker | 
relief of pain is now made pos- | 
sible by water-washable, new | 
GREASELESS-STAINLESS BEN-GAY. | 
—_ 
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"Dad said 
we'd play 
ball again 
tomorrow 
when he 


comes home" 
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AND THE PAIN 
WENT AWAY FAST 


FOR PAIN 


Percodan 


(Salts of Dihydrohydroxycodeinone 

and Homatropine, plus APC) TABLETS 
ACTS FASTER... 

usually within 5-15 minutes 


LASTS LONGER... 
usually for 6 hours or more 


MORE THOROUGH RELIEF... 
permits uninterrupted sleep through the night 


RARELY CONSTIPATES... 
excellent for chronic or bedridden patients 


tnd new. NEW 


Percodan- 
un, DEM 


New “demi” strength permits dosage flexibility to meet 
each patient’s specific needs. PERCODAN-DEMI provides 
the PERCODAN formula with one-half the amount of salts 
of dihydrohydroxycodeinone and homatropine. 


AVERAGE ADULT DOSE: 1 tablet every 6 hours. May 
be habit-forming. Availablathrough all pharmacies. 


Each Percooan® Tablet contains 4.50 mg. dihydrohydroxyco 
deinone hydrochloride, 0.38 mg. dihydrohydroxycodeinone 
terephthalate, 0.38 mg. homatropine terephthalate, 224 mg. 
acetylsalicylic acid, 160 mg. phenacetin, and 32 mg. caffeine. 


Litntline? Wilt 


oy ENDO LABORATORIES 
Endo Richmond Hill 18, New York 


U.S. Pat. 2,628,185 
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Emotional 
stabilization 


Clinical 
control 


Dosage 
levels 


Toleration 


Patient 
management 
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PFIZER LABORATORIES Division, Chas. Pizer & Co, Inc. 
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ATaRAX® (hydroxyzine) plus STERANE® (prednisolone) 


febacre bette) Cebetce- tele Mohcelue> ara tel) 


OVER 


corticoids alone 


adds control of 


anxiety and tension 


...tranquilization potentiates cor 
ticoid effect for greater response 


...corticoid requirements are often 


markedly reduced 


...corticoid side effects are sig- 
nificantly reduced or eliminated 


... tranquilization promotes active 
cooperation 









OVER 


corticoids and antihistamines 


anxiety and tension 


... tranquilization eliminates or 
minimizes anxiety-induced exacer- 
bation, aggravation or relapse for 
superior control 


... tranquilizer enhancing effect 
frequently permits lower corticoid 
dosage 


...No antihistamine sedation or 
other side effects 


... fewer corticoid side reactions 


... tranquilization promotes active 
cooperation 


adds control of 


) 


the original 
tranquilizer 
corticoid 





OVER 


other corticoid-tranquilizer 
combinations 


...only ATARAXOID provides 
ATARAX, the unique, dependable 
tranquilizer 


...dependable tranquilization 
achieves more consistent enhanc- 
ing effect 


... proved by marked success in 97 
per cent of 735 cases* 


... tranquilizer dosage levels are 
the lowest 


...more dependable tranquilization 
often allows lower corticoid dosage 


... tranquilizer control is the safest 
—no report of blood dyscrasia or 
bone marrow aplasia in 735 cases 
— free of mental “fogging” 


...more consistent reduction of 
corticoid complications 


... reliable, uncomplicated tranquil: 
ization means better cooperation 


scored orchid tablets, 
1.0 mg. prednisolone 
10 mg. hydroxyzine 

- bottles of 100 


Brooklyn 6, New York : 
* Individual Case Reports, Pfizer Laboratories 
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It works wonders in 

dry, scaly skin, chafing, chapping, 
detergent rash, diaper rash, 
intertrigo, simple eczema, minor 
burns, excoriation, superficial 
ulcers and fissures. 


ANTIPRURIENT - SOOTHING - HEALING 


Contains vitamins A, D, E, 
and d-panthenol in a 
water-miscible, non-sensitizing base. 





Roche —Reg. U. S,. Pat Off. 


ROCHE LABORATORIES 


Division of Hoffmann-La Roche Inc 
Nutley, New Jersey 











relieve 

the L 
symptoms 

of constipation 







> treat 
the 

causes 

of constipation 

























headache faulty digestion 





malaise insufficient flow of bile 





gas and distention poor muscle tone 





bad breath irregularity 








anorexia 


Caroid and Bile Salts tablets help correct: 


Faulty digestion—The enzyme, Caroid, improves protein digestion up to 15%. 





Insufficient flow of bile — Bile salts increase the flow of bile to maintain normal 
water balance in the colon for soft, well-formed stools — and to improve fat digestion. 





Poor muscle tone —Two gentle laxatives working synergistically provide mild 
stimulation of the upper and lower bowel. 





Irregularity — Caroid and Bile Salts with its (D) digestant (€) choleretic(L) stimu- 
lant laxative action encourages return to normal daily bowel function. 


AMERICAN FERMENT COMPANY, INC. * 1450 BROADWAY, NEW YORK 18, N.Y. 


CAROID'’and BILE SALTS TABLETS «i: 


make it a routine practice to have only “regular” patients 





NOW—in arthritis and allied disorders a new form 


BUTAZOLIDIN alka°.... 


Provides the potent anti-inflammatory, analgesic and antipyretic action of BUTAZOLIDIN plus an 
added antacid-antispasmodic effect for the benefit of patients with gastric sensitivity. 


()] 


BUTAZOLIDIN being a potent therapeutic agent, physicians unfamiliar with its use are urged to send for detailed literature 
before instituting therapy. 


BUTAZOLIDIN® Alka: Capsules containing Butazolidin (phenylbutazone GEIGY) 100 mg.; aluminum hydroxide 100 mg.; magne- 
sium trisilicate 150 mg.; homatropine methylbromide 1.25 mg. 


BUTAZOLIDIN® (phenylbutazone GEIGY): Red coated tablets of 100 mg. 











not an amphetamine, but an oxazine 


specifically for weight reduction 


PRELUDIN 4 


(brand of phenmetrazine hydrochloride) 
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Chemically and pharmacologically different from amphetamine, PRELUDIN is a potent appetite 
suppressant having minimal C.N.S. stimulating activity 


reduces the problems of reducing —PRELUDIN produces satisfactory weight loss with little or no 
undesirable side actions such as insomnia or ‘‘jitteriness.”"' ° Hence, PRELUDIN can often be admin 
istered where other appetite suppressants are rejected.” 


facilitates the treatment of complicated obesity—PRELUDIN may be used in cases of moderate 
hypertension, chronic cardiac disease or diabetes.’ * 


1) Barnes, R. H.: A Program of Therapeutic Supports in Obesity, Scientific Exhibit, 106th Ann. Meet., A.M.A.. New York, N. Y 
57 enshon, A : Am. Pract. & Digest Treat. 7:1456, 195€ 3) Gelvin, E. P.; McGavack, T. H., and Kenig 
f Re 1:155, 1956. (4) Holt, J. 0. § ( M: J. 42:497, 1956. (5).R A.M.A. 165 
PRELUDIN® (brand of phenmetrazine hydrochloride). Scored, square, pink tablets of 25 mg. Under 
H € alle 
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LINOLEIC ACID (ESSENTIAL UNSATURATED FATTY ACID) AND PYRIDOXINE HCI 


Supplies linoleic acid—essential unsaturated fatty acid—to help restore and main- 
tain the proper ratio between saturated and unsaturated fat in the diet; and 
pyridoxine, essential for the utilization of linoleic acid in the body. 


capsules 


Significant reduction of elevated blood cholesterol has been demonstrated in pa- 
tients with diagnosed coronary disease and in those who are clinically well but may 
be predisposed to coronary disease." 


LINODOXINE EMULSION—for therapy. LINODOXINE CAPSULES (lower in potency) — 
for prophylaxis or long-term maintenance. i 


1, Van Gasse, J. J., and Miller, R. F.: Current Concepts on the Etiology and Management of Atherosclerosis, Scientific Exhibit, 





thereby helping 
to minimize the 
development of ee 
atherosclerosis, "ee 
especially in: 
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patients whose 
personal or 
familial history 
suggests a 
tendency to 
hypercholesterolemia Z 
_ Orcoronary 4 
heart disease 










American Medical Association Meeting, New York, June 3-5, 1957. 
to reduce or prevent elevated blood cholesterol 
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NVARSILID 





Ciproniazid) 


the new 
psychic energizer 


major breakthrough... mental disease”* 


Q. What is Marsilid? 


h.. 





> 2 


Marsilid ROCHE (iproniazid) is a psychic energizer — the very 
opposite of a tranquilizer — of unparalleled value in mild and 
severe depression. Marsilid is an amine-oxidase inhibitor which 
affects the metabolism of serotonin, epinephrine, norepinephrine 
and other amines. 


How does Marsilid act? 


Marsilid restores a feeling of well-being and promotes an increase 
in appetite, weight and vitality. It restores depleted nervous 
energy and stimulates appetite and weight gain in chronic de- 
bilitating disorders. 

Marsilid, in effect, has a protective or sparing action on sero- 
tonin and norepinephrine in the brain. When subjects treated 
with Marsilid take reserpine, the effect of Marsilid is potentiated 
by reserpine — the opposite of the usual tranquilizing results of 
reserpine therapy. This is due to the fact that reserpine releases 
serotonin and norepinephrine from their bound forms in the 


*T. R. Robie, paper read at First Marsilid Symposium, New York City, 
November 29, 1957 

















brain; normally these substances are rapidly destroyed by amine 
oxidase. 


How soon is the effect of Marsilid apparent? 


> 2 


Marsilid is a relatively slow-acting drug; even in mild depression 
results may not be evident for a week or two. In chronically de- 
pressed or regressed psychotics, results may be apparent only 
after a month or more. 


How does Marsilid compare with shock treatment? 


> 2 


Marsilid usually obviates the need for shock treatment. The 
drug has repeatedly been effective in patients who had not re- 
sponded to shock therapy (both insulin and electroshock). 


Q. What is the dosage of Marsilid? 


Like all potent drugs, Marsilid requires individual dosage ad- 
justment for best results. It is therefore important to follow the 
dosage directions carefully. 


Q. What precautions should be taken with Marsilid? 
A 


Like cortisone, digitalis and other potent drugs, Marsilid should 
be used with care and the precautions listed in the literature 
should be observed. 


Q. What is the clinical background for Marsilid? 


The therapeutic usefulness of Marsilid has been described in 
over 50 recent publications. For reprints and information on 
the clinical use of Marsilid, write to Professional Service De- 
partment, Roche Laboratories, Nutley 10, New Jersey. 


Marsilid® Phosphate — brand of iproniazid. phosphate 
(1-isonicotiny 1-2-isopropylhydrazine phosphate) 
Roche — Reg. U.S. Pat. Off. 


ROCHE LABORATORIES ° Division of Hoffmann-La Roche Inc * Nutley, New Jersey 








Control the major symptoms 


In Parkinsonism Parsidol has proved outstandingly effective for controlling tremor and 
muscular rigidity, the principal impairments in this disease.}; 2 

With Parsidol most patients show rapid, even dramatic improvement—both in major symptoms 
and in gait, posture, balance and speech. Side effects are minimal. Parsidol is compatible with 
all other antiparkinsonian drugs and its effectiveness may even be increased in combination or 
rotation with such preparations as atropine and dextroamphetamine.3 Parsidol improves the 
patient's emotional perspective, promotes a more optimistic outlook as physical coordination 
and dexterity return. 

Most patients can be controlled with a maintenance dosage of 50 mg. four times daily. How- 
ever, more severe cases May require up to 600 mg. daily, a dosage level ordinarily well tolerated. 


References: 1. Doshay, L. J.; Constable, K. and Agate, F. J., Jr.: J.A.M.A. 160:348 (Feb.) 1956. 2. Berris, H.: J.-Lancet 74:245 
(July) 1954. 3. Timberlake, W. H. and Schwab, R. S.: N. Eng. J. Med. 247:98 (July 17) 1952. 


PARSIDOL 


hydrochloride 


WARNER -CHILCOTT 





Above and right are action pictures, taken 
from a Warner-Chilcott film study, of a 
parkinsonian patient before and after initia- 
tion of Parsidol therapy for major tremor. 
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BARDEX FOLEY CATHETER 























For ultimate convenience on house calls, 
or in the office—at the physician's finger- 
tips, the right size catheter, sterile, ready 
for instant use. Packs and stays neatly in 
bag, with packaging that ensures, under 
normal handling, sterility maintained up 
to two full years. Simple, convenient and 
easy to open. Available through leading 
Surgical Supply Dealers. 





Literature on request. 





CR. BARD, INC. * SUMMIT, N.J. 


in arthritis 


‘Compazine’ reduces the appre- 





hension and anxiety that accom- 
pany a long-term and often 
incapacitating disease. With fears 
eased, patients often respond bet- 
ter to treatment and in many cases 


require less specific medication. 


‘Compazine’ Spansulet capsules 
provide all-day or all-night relief 


with a single oral dose. 
Also available: Tablets, Ampuls, 


Multiple dose vials, Syrup and 
Suppositories. 


Compazine 


an agent remarkable 


for its freedom from drowsiness 





and depressing effect 


*T.M. Reg. U.S. Pat. Off. for prochlor- 
perazine, S.K.F. 

+T.M. Reg. U.S. Pat. Off. for sustained 
release capsules, S.K.F. 


Smith Kline & French Laboratories, Philadelphia 
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NO LONGER 
LIVING IN THE PAST 
-BUT LIVING AGAIN! 


RESTORATION 


-@&».. REED & CARNRICK 
whunsates Jersey City 6, New Jersey 





ANALEPTONE ELIXIR 
- Each teaspoonful (4 cc) contains: 
Pentylenetetrazo 





ee es 


SUPPLIED: Bottles of 8 fl. o7. 





is 










eke sioner ore: 


‘DOSAGE: One-half to one teaspoonful of Elixir; one to two tablets, I to 3 or 4 times daily. 





OF - FACULTIES AND BODY TONE 


The mutual synergic relationship between mental percep- 
tions of all kinds and body tone has been demonstrated.* 
The combined central nervous and peripheral actions 
of ANALEPTONE improve both mental faculties and body 
tone. These actions commend its use in a wide range of 
disorders common to aged patients. 


»- CEREBRAL HYPOXIA. CONFUSION 
» APATHY « ANTISOCIAL BEHAVIOR 

« DEPRESSION. LOSS OF MEMORY 

e INABILITY TO CONCENTRATE 
NoTE: No side effects are observed save for occasional and transient 
“niacin flush” in sensitive individuals. 
1. Boernstein, W. S.: Tr. New York Acad. Sci..20:72, 1957. 
ADDITIONAL REFERENCES: Smigel, J. O.: M. Times 
85:149, 1957; Levy, S.: J.A.M.A. 153:1260, 1953; Thompson, L. J., 
and Procter, R. C.: North Carolina M. J. 15:596, 1954; Erwin, 
H, J.: Missouri Med. 53:1071, 1956. 


ANALEPTONE TABLETS 


Each tablet contains: 

Pentylenetetrazol ........ Peace y ca wepan 100 mg. 
ES RSS EGE NS 85 RES Ge oa vane x eee 50 mg. 
Pepsin 1;10,000 ..... puakieees ite eciea a wena 


SUPPLIED: Bottles of 100. 


why wine 


im Urology? 


HE essence of recent research on the effects 
Ft en in renal disease indicates (1) that wine 
in moderate quantities is non-irritative to the 
kidneys; (2) that wine increases glomerular blood 
flow and diuresis; (3) that it is useful in 
minimizing acidosis, and (4) that properly 
used in selected patients, wine can brighten an 


otherwise monotonous and unappealing diet. 


The Superior Diuretic Action of White Wine— 
The diuretic properties of wine have been the 
subject of intensive study. Interestingly, the 
diuretic action of white wine, and particularly 
sweet white wine, has been found to be superior 
to that of red wine. 


White wine, therefore, is prescribed with 
benefit in nephritis, especially that associated 
with hypertension and arteriosclerosis. Wine is 


not suggested in cases of renal insufficiency. 


The Buffers in Wine —Such buffering agents 

as natural tartrates and phosphates in wine 
prevent the acidosis which normally tends to follow 
the ingestion of alcohol. Used in renal disease, 
therefore, wine tends to minimize acidosis 

and maintain the alkaline reserve. 


An extensive bibliography is now available showing the important role of wine in 
various phases of medical practice. A digest of current findings with specific 
references to published medical literature is yours for the asking. Just write for 
your copy of ‘‘Uses of Wine in Medical Practice’’ to Wine Advisory Board, 717 
Market Street, San Francisco 3, California. 
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a new ae muscle relaxant 
for long-lasting relief 
with practi re dosage 
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Chlorzoxazoney 


PARAFLEX Chlorzoxazone is 5-chlorobenzoxazolinone, a completely new skeletal muscle 
relaxant. Acting on the spinal cord, PARAFLEX selectively depresses the multisynaptic 


reflex arcs which maintain painful muscle spasm. In the treatment of arthritic, rheu- 





matic or traumatic disorders in which spasm is present, PARAFLEX provides the physi- 
cian with an unmatched combination of specific, practical and clinically important 
advantages. 


Clinicians report: PARAFLEX was found to be a most effective 
muscle relaxing drug.' Improvement was noted in advanced osteoarthritis involving 
the spine as measured by decrease in muscle spasm and lessening of pain.? Symptoms 
were at least partially alleviated in all patients treated.* Therapy with PARAFLEX pro- 
vided gratifying relief —no side eflects were noted.‘ 


An investigator reports on 148 cases: In most patients, the 
beneficial effects of PARAFLEX persisted for approximately six hours.! 





Dosage of PARAFLEX is usually only one or two tablets, three 
or four times a day. In experimental studies, PARAFLEX was from one and one-half to 
three times as potent as other commonly used muscle relaxants. 





sid e)/e@CIS VAC Ina comprehensive study, not one of 148 patients treated with 
ParaAFLEX had to discontinue therapy because of side effects.' To date no side reactions 
have been encountered.* Side effects are uncommon and seldom severe enough to 
require discontinuation of the drug. 





























Clinical results with PARAFLEX 





Investigator Disorder Number of Number of Comment 
Patients Treated Patients Benefited 


Wiesel? advanced osteoarthritis 12 10 less muscle spasm and pain 
Holley* wry neck, cervical spondylitis, 10 10 improvement, ranging from some 
: and disc syndrome amelioration of symptoms to 


profound relief 








Settel* acute low back pain, acute 15 14 response excellent in nine, good 
traumatic myofascitis, or in five 
osteoarthritis 
Passarelli® degenerative and rheumatoid 9 9 improvement, with less stiffness 
arthritis and freer motion 
nuscle 
napuc Passarelli® varied arthritic, rheumatic, and 6 6 less stiffness, less pain 
rheu- traumatic disorders 
physi- 
rta 
meas: Totals: 52 49 
fective 
olving 
ptoms 
x pro PARAFLEX is administered orally in the form of 250 mg. scored tablets. Relief may frequently 
be obtained on a dosage of one tablet (250 mg.) three or four times a day, Initial dosage for severe 
muscle spasm should be two tablets (500 mg.) three or four times a day. If adequate response is not 
obtained with this dose, it may be increased to three tablets (750 mg.) three or four times a day. As 
ts, the improvement occurs, dosage can usually be reduced: 
Brochure available on request. 
three ! Tablets, scored, orange, bottles of 50. Each tablet contains PARAFLEX, 250 mg. 
alf to 


es 1) Smith, R. T,, to be published. 2) Wiesel, L. L., Personal communication. 3) Holley, 
H. L., Personal communication. 4) Settel, E., Personal communication. 5) Peak, W. P, and Smith, 
R. T,, to be published. 6) Passarelli, E. W., Personal communication. 
1 with 
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*Trade-mark 
1U.S, Patent Pending 
gh to 


LABORATORIES, INC. PHILADELPHIA 82, PA. 





-DOXEGEST TABLET 

 enteric-coated granules _ 

DOXEGEST DI-PHASIC TABLETS “feature” a unique 

method of manufacture in that “enteric-coated granules” 

of pancreatin and hemicellulase are dispersed throughout the entire aes trix. : oS 
matrix rather than being contained in a single ; sugor coating eis 
conventional enteric-coated core. The tiny granules mix thoroughly ; . ats 
with the stomach’s contents. They are dispersed uniformly 


and broken down readily when ejected into the alkaline medium 


of the duodenum and small intestine. 








THE MOST LOGICAL 








. comprehensive digestive enzyme replacement 


YOUR 
FORMULA: Each DOXEGEST DI-PHASIC tablet contains betaine 


PROFESSIONAL 
INQUIRIES HCL 65.0 mg.; papain 15.0 mg.; ketocholanic acid 12.5 mg.; 

ARE INVITED. desoxycholic acid 32.5 mg.; pancreatin (triple strength) 87.5 mg., 

FOR A FREE 

equivalent to 262.5 mg. U.S.P.; and hemicellulase 25.0 mg. 

SAMPLE 


WRITE TO... GEORGE A. BREON & COMPANY, NEW YORK 18, N. Y. 
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pA t a first on the list 


HY DROCHLORIDE TRIHEXYPHENIDYL HCI LEDERLE 


ARTANE is effective in all forms of Parkinsonism, cardiac, hypertensive, 
postencephalitic and idiopathic types. ‘Well tolerated, ARTANE maintains strong 
antispasmodic action over prolonged periods of treatment. ARTANE is remarkably 
free of serious toxic properties, has no deleterious effect on bone marrow function. 


Supplied: 2 mg. and 5 mg. tablets, and elixir containing 2 mg. per teaspoonful (5 cc.) 


Dosage: 1 mg. the first day, gradually increased, according to response, 
to 6 mg. to 10 mg. daily divided in 3 doses at mealtime. 
*Reg. U.S. Pot. Off. 


AMERICAN CYANAMID COMPANY 


LEDERLE LABORATORIES DIVISION, 
NEW YORK 


ie 
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COUNTERACT 
DEPRESSED & 
Wy t@ OD S without stimulatro os 


electros 
= Relies 
euphor 











EPROL”’ specifically combats 
sien without masking 
it with euphoria. 

Disturbed sleep, a frequent 
manifestation of depression, 
‘is readily relieved without 
depressive aftereffects. 
DEPROL” has proved so 
effective in cases of severe 
depression that patients 
could often be spared 
electroshock therapy.* 


«Relieves depression without — 


euphoria—not a stimulant 
«Restores natural sleep 
without depres sive 


2methyl-2-n-propyl-1,3 


and 1 mg. ben: 
(2-iethylaminoethyt 


“Deprol’ 


*Alexander, L.: Chemotherapy of depression — 
The use of meprobamate combined with 
2-diethylaminoethyl benzilate hydrochloride 
(benactyzine). J.A.M.A. In press, 1958. 


Literature and samples on request 


ay WALLACE LABORATORIES, New Brunswick, N. J. 





for 
CONSTIPATED 
ELDERLY 


@ Softens stools naturally without side-effects 
© Promotes favorable intestinal flora 

e Provides nutritive barley malt extract 

for under-par patients 

2 FORMS-Liquid and Powder 

Dose: 2 Tbs. A.M. and PM. 


Borcherdt’s 


MALS SOUP 


tract 


*KNon-diastatic barley malt extract 
neutralized with potassium carbonate 
SEND FOR SAMPLES 


BORCHERDT COMPANY « 217 N. Wolcott Ave., Chicago 12, Ill, 
In Canada: CHEMO-DRUG COMPANY, LTD., Toronto 


Cle) ih iteMelolals ol-MelhZ-1amohZ-1mi (olale mm ol -1alele) Sean 
without toxicity, without irritation, without 
drug fastness ... to keep the urine free from 
E. coli, S. albus, S. aureus. . . . Promptly 
soothes the irritated membrane while pro- 
viding bacteriostasis. 


Bl@}) = 

One tbs. in half cup METHENAMINE 
warm water, q.i.d., mee URINARY 

Y% hr. a.c. and his. 4 ANTISEPTIC 


Sample on reques! 


(fol 0) of-) Div., BORCHERDT MALT EXTRACT CO., 
217 N. Wolcott Ave.,.Chicago 12, Ill. 








FOR\PROMPT/ UTILIZATION 


AND BETTER STORAGE 
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The only homogenized vitamins in solid form 


Homagenets are unusually palatable—and good taste is 
especially important. to your patients. Of more interest to 
the physician is the homogenization process. This presents 
both oil and water soluble vitamins in microscopic particles. 
Thus the vitamins in Homagenets are better absorbed and 
utilized-—-and stored longer.' These are definite advantages 
to your patient. 


1. Lewis, J.M., et al.: J. Pediat. 31:496. 





Pleasant, candy-like flavor 
Better absorbed, better utilized 
Excess vitamin dosage unnecessary 
Longer storage in the body 3 
No regurgitation, no “fishy burp” 
HOMAGENETS May be chewed, swallowed or 
dissolved in the mouth. 


Homiagenets are available in five formulas: Prenatal, 
Pediatric, Therapeutic, Geriatric and Aoral (brand of 
vitamin A). 





TURN THE PAGE 
for laboratory proof of 






THE S. E. MASSENGILL COMPANY 


Bristol, Tennessee 


the prompt dispersion 









of Homagenets 
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Vi S uU A L 1. Immediately after placement 
in Petri dishes. 
PROOF OF 
THE RAPID i . .& 
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THE S. E. MASSENGILL COMPANY 
BRISTOL, TENNESSEE 4. Two hours and 12 minutes later. 


NEW YORK +- KANSAS CITY - SAN FRANCISCO 








release from pain and inflammation 


with BUFFERIN. IN ARTHRITIS 


salicylate benefits with minimal salicylate drawbacks 


Rapid and prolonged relief—with less intolerance. 


The analgesic and specific anti-inflammatory action of BuFFERIN helps 
reduce pain and joint edema—comfortably. BUFFERIN caused no gastric dis- 
tress in 70 per cent of hospitalized arthritics with proved intolerance to 
aspirin. (Arthritics are at least 3 to 10 times as intolerant to straight aspirin 
as the general population.') 

No sodium accumulation. Because BUFFERIN is sodium free, massive dosage for 
prolonged periods will not cause sodium accumulation or edema, even in 
cardiovascular cases. 

Each sodium-free BUFFERIN tablet contains acetylsalicylic acid, 5 grains, and the antacids 
magnesium carbonate and aluminum glycinate. 

Reference: 1. J.A.M.A. 158:386 (June 4) 1955. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 


Bristol-Myers Company, 19 West 50 Street, New York 20, N.Y. 
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4] percent reduction in 
serum cholesterol levels 
or average fall of 156 mg. 
in 3 months following 
RG Lecithin intake 


*k Morrison, Lester M., Serum cholesterol reduction 
with lecithin. Geriatrics, 13:12 Vianuary) 1958. 





In Morrison’s hands, lecithin was found to be the most 
effective cholesterol-lowering agent tested to date. 
May we send you more detailed information? If so, please 
direct your inquiry to: Medical Consultant, The Glidden 
Company, 1825 North Laramie Ave., Chicago 339, Illinois. 


Available in 8 oz. and 1 |b. bottles at drug stores. 
Average dosage: 1 tablespoonful t.i.d. a.c. (To achieve 
desired results, larger dosages are .sometimes indicated.) 


(PRONOUNCED LESS-1-THIN) 
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when you want 
Broad - Spectrum 


Benefits... 


When you want extended antibacterial coverage with high 
relative safety, consider PEN-VEE SULFAS. Consider how it 
permits you to reserve the conventional broad-spectrum 
antibiotics for the resistant infections specifically requiring 
them. Consider PEN- VEE suLFAs because it unites penicillin 


V and sulfapyrimidines for potent complementary action. 
Prescribe it for wide antimicrobial attack in mixed infec- 


- = 


tions and those not readily diagnosed. 


Supplied: PEN- VEE SULFAS Tablets, bottles of 36. Each | 
tablet contains 90 mg. (150,000 units) of penicillin V, 
0.25 Gm. of sulfadiazine, and 0.25 Gm. of sulfamerazine. 
PEN+ VEE SULFAS for Suspension, bottles of 2 fl. oz. upon 
reconstitution. Each 5-cc. teaspoonful after reconstitu- 
tion contains 90 mg. (150,000 units) of benzathine pen- | 
icillin V, 0.25 Gm. of sulfadiazine, and 0.25 Gm. of 

sulfamerazine. 


Wijelte 


® | 
Philadelphia 1, Pa. | 


Tablets: Penicillin V (Phenoxymethy! Penicillin) and Sulfonamides 


For Suspension: Benzathine Penicillin V and Sulfonamides 





NOTHING IS FASTER 


NOTHING IS MORE EFFECTIVE 





PRE-MICRONIZATION of particle size assures maximum effectiveness 


MY) For quick relief of bronchospasm of any 
origin. More rapid than injected epinephrine 
in acute allergic attacks. 

Epinephrine bitartrate, 7.0 mg. per cc., suspended 


in inert, nontoxic aerosol vehicle. Contains no alco- 
hol. Each measured dose 0.15 mg. free epinephrine. 


\® Unsurpassed for rapid relief of symptoms of 
asthma and emphysema. 
Isoproterenol sulfate, 2.0 mg. per cc., suspended in 


inert, nontoxic aerosol vehicle. Contains no alcohol. 
Each measured dose 0.06 mg. free isoproterenol. 


MEDIHALER’ 7% Amole Air Right Now! 


Millions of asthmatic attacks have been aborted faster, more 
effectively, more economically with Medihaler-Epi and Medi- 
haler-Iso. Automatically measured dosage and true nebuliza- 
tion...nothing to pour or measure...One inhalation usually 
gives prompt relief. 


Prescribe Medihaler medication with Oral Adapter as first 
prescription. Refills available without Oral Adapter. 





The Medihaler Principle of automatically measured-dose aerosol medications in spillproof, leakproof, 
shatterproof, vest-pocket size dispensers also available in Medihaler-Phen® 
(phenylephrine, hydrocortisone, phenylpropanolamine, neomycin) for prompt, 
lasting relief of nasal congestion. 


—| 


LOS ANGELES 

















The long-acting emergency tablet for “stress days” 


and sustain coronary vasodilatation 
Peritrate with Nitroglycerin (an uncoated, sublingual tablet which 
disintegrates immediately) contains 1/200 gr. nitroglycerin plus 10 mg. 
Peritrate. It provides immediate relief of anginal pain with hours of 


sustained coronary vasodilatation. Dosage: 1 tablet sublingually as needed. 


WARNER-CHILCOTT 
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debilitated 


elderly 


diabetics 


WHEN 
YOU TREAT 
a om te), F- 
IN PATIENTS 

SUCH 


e those on corticoids 


high antibiotic dosage 


the best broad-spectrum antibiotic to use is 


Squibb Tetracycline Phosphate Complex (Sumycin) and Nystatin (Mycostatin) 


those on prolonged and/or 


infants, especially prematures 


those who developed moniliasis on previous 
AS THESE broad-spectrum therapy 


women—especially if pregnant or diabetic 


MYSTECLIN-V 


Sumycin plus Mycostatin 


for practical purposes, Mysteclin-V is sodium-free 


for “built-in” safety, Mysteclin-V combines: 


1. Tetracycline phosphate complex (Sumycin) for superior 
initial tetracycline blood levels, assuring fast transport of 
adequate tetracycline to the infection site. 
2. Mycostatin—the first safe antifungal antibiotic—for its 
specific antimonilial activity. Mycostatin protects 

many patients (see above) who are particularly prone to monilial 
complications when on broad-spectrum therapy. 


MYSTECLIN-V PREVENTS MONILIAL OVERGROWTH 




































Capsules (250 mg./250,000 u.), bottles 
of 16 and 100. Half-Strength Capsules m 
(125 mg./125,000 u.), bottles of 16 _25 PATIENTS ON 25 PATIENTS ON 
and 100. Suspension (125 mg./125,000 TETRACYCLINE ALONE TETRACYCLINE PLUS MYCOSTATIN 
u.), 2 oz. bottles. Pediatric Drops (100 After seven days After seven days 
mg./100,000 u.), 10 ec. dropper bottles. Before therapy of therapy Before therapy of therapy 
SQUIBB 
A e5ecee5oe 
Squibb Quality— dnd eoeoeee ® 
the Priceless Ingredient @e®eee0e @e@e0e80 eee0ee 8 
Monilial overgrowth (rectal swab) None @ Scanty € Heavy 
Childs, A. J.: British M. J. 1:660 1956. 
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Patients with coronary heart disease have higher serum 
cholesterol levels than normal, and hypercholesteremia 
frequently leads to coronary thrombosis.! 





The iodides inhibit the increase of cholesterol in 

the liver and blood and are generally employed in 
arteriosclerosis, coronary sclerosis and angina pectoris.” 
However, they frequently cause iodism 

and adverse reactions. 


lodo-Niacin may be administered in full dosage for 
a year or longer with no apparent hazard of iodism. 
It not only reduces hypercholesteremia but 

but also reiieves the symptoms of arteriosclerosis». 





Niacinamide hydroiodide, contained in lodo-Niacin, 
prevents iodism by a physiological mechanism 
similar to that of niacinamide in pellagra.3 





lodo-Niacin Tablets contain potassium iodide 

135 mg. and niacinamide hydroiodide 25 mg. The 
recommended dosage is 2 tablets three or four 
times daily. In emergencies lodo-Niacin 

Ampuls may be used for immediate action. 





HYPERCHOLESTEREMIA 
Reduced Without 1ODISM « MUTT TAT B 


1. J.A.M.A. 164:1912, 1957. 2. Soll- 

mann’s Manual of Pharmacology, 8th Reduces Blood Cholesterol 
ed., 1957, pp. 1121-22. 3. Am. J. 

Digest Dis. 22:5, 1955. 4. M. Times 

84:741, 1956, 








jODO-NIACIN 










*U.S. Patent Pending - : 
—_———-Write for professional samples and literature — ———_<=< 4 


Cole Chemical Company G-3 
3721-27 Laclede Ave., St. Louis 8, Mo. 


Gentlemen: Please send me professional literature and samples of 10D0-NIACIN. 


CHEMICAL 


COMPANY BOGTION, «.s6s.0s.0050 
3721-27 Loclede Ave. STREET............ 
St. Louis 8, Mo. Ree ee cee 4 wagctncia iasincaedeets Saeee acl I coh oceucd ahiarrsenercneecvecies 
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In urinary-tract infections 





| HIGH TISSUE LEVELS — 


\ HIGH BLOOD LEVELS 









LOW TOXICITY 


SUSPENSION TABLETS 


LEFOSE 


Triple Sulfonamides, Wyeth 
(Trisulfapyrimidines: Sulfadiazine, 
Sulfamerazine, Sulfamethazine) 
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This advertisement con 
forms to the Code for 
Advertising of the Physi- 
cians’ Council for infor- 
mation on Child Health 














“se of | puedalalane 


i ( patients on STERANE can regain an ability to 
“go places and do things”— unsurpassed by previous corticoids — 
with minimal incidence of mineralocorticoid complications. 


White, scored 5 mg, tablets (bottles of 20 and 100); 
pink, scored 1 mg. tablets (bottles of 100). 


Pfizer PFIZER LABORATORIES, Brooklyn 6, New York 
Division, Chas. Pfizer & Co., Inc. 











NEUTRAL DETERGENT BAR—pH 7 








Progressive “drying out” of aging skin makes 
it particularly susceptible to damage by ' 
ordinary toilet soaps. The harmful drying 
action of soap alkalies can be avoided by 
recommending DOVE neutral bar. DOVE 
creams the aging dry skin, washes it safely, 
whether or not a dermatosis is present. 


Among 200 patients with dermatoses usually 
intolerant to soap, DOVE was tolerated by 
85 per cent!— a remarkably high percentage. 


With DOVE there is ‘‘a much better skin 
tolerance...due to the neutral pH (7)...as 
compared with the quite alkaline (pH 10) 
lathers of most commonly used toilet 
soaps.””! 

DOVE bar is used like soap, but lathers and 
feels better. DOVE creams as it washes and 
does not dry the skin. Every bar contains 
25 per cent rich cleansing cream. 

1. Swanson, F.: J.A.M.A. 162:459 (Sept. 29) 1956. 


LEVER BROTHERS comPpaNy 


















Their 
physicians 


AG was restless and irritable. 
His doctor put him on ATARAX 
because of its effectiveness 
and unbroken record of 

Safety, even in patients in their 
nineties. (No parkinsonian 
effect or blood dyscrasias 

ever reported.) 


In senile anxiety, TF’s physician 
uses ATARAX as his tranquilizer 
of choice. He likes the 
flexibility he gets from its 

. 5 dosage forms (and finicky 
Mrs. F. loves the tasty Syrup) 





used 4 
different 
criteria 


’ MR has had two coronary 
occlusions. His doctor 

prescribed ATARAX because 

it is anti-arrhythmic 

and safe. 


for 


NL was tense and debilitated. 
She now mixes ATARAX Syrup 
with her geriatric tonic. 

Her doctor approves because 
ATARAX is compatible with 
other common geriatric 
medications. 





selecting a 


tranquilizer...but ATARAX: is 
giving all of them 
relief from anxiety 
and tension. 


Won't you consider these facts when 





you see your next geriatric patient? 


New York 17, New York 

Division, Chas. Pfizer & Co., Inc. Supplied: 10, 25 and 100 mg. tablets, bottles 
of 100. Syrup, pint bottles. 
Parenteral Solution, 10 cc. 
multiple-dose vials. 


ATARAX °IN GERIATRICS 


(onano oF nvoroxvzine) 





“Since we put himon NEOHYDRIN he’s been 


able to stay on the job without interruption?’ 


oral 


TABLET 


organomercurial - a 
— NEOHYDRIN 


BRAND OF CHLORMERODRIN 
SL LAKESIDE 
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Chemopallidectomy and 


chemothalamectomy 
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@ The purpose of this report is to sum- 
marize our experience in the surgical 
treatment of parkinsonism, based on a 
study of 600 basal ganglia operations 
performed during a period of five years, 
dating from October 1952 to October 
1957. 

Of these 600 operations, the first 50 
were occlusion of the anterior choroidal 
artery. The remaining 550 operations 
were destructive lesions of the globus 
pallidus or the ventrolateral nucleus 
of the thalamus by injection of a neuro- 
lytic agent, either absolute alcohol or 
etopalin, according to the technic origi- 
nally described by Cooper!? with sub- 
sequent technical modifications by 
Cooper and his associates. 
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The technic of pallidectomy and 
thalamectomy is capable of relieving 
tremor and rigidity in more than 80 
per cent of properly selected cases of 
parkinsonism. It is considered to be 
the treatment of choice because it is 
accurate; provides a physiologic test 
proving the efficacy of a lesion before 
it is made permanent; allows the size 
of the lesion to be tailored to indi- 
vidual need; and has been demon- 
strated in a consecutive series of 600 
patients to be capable of producing 
complete and lasting relief of rigidity, 
tremor, deformity, and incapacitation. 


In addition to the 600 patients in this 
series who have undergone basal ganglia 
surgery, we shall refer in some instances 
to a group of 500 consecutive patients 
with parkinsonism who have been seen 
in our clinic and in whom, for various 
reasons, Operation was not carried out. 
Although it is impossible to establish an 
absolutely controlled experiment con- 
cerning patients undergoing surgery and 
those not undergoing surgery because 
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of individual variation in many details 
of personal biology as well as disease, 
the nonsurgical series can serve in some 
instances as a relative control group. In 
560 patients in the surgical series, the 
diagnosis was parkinsonism. The disease 
was bilateral in 510 of these patients and 
unilateral or nearly unilateral in 50. In 
40 patients, other involuntary movement 
disorders were present, such as dystonia 
musculorum deformans, hemiballismus, 
and choreoathetosis. 

The patients included in this report 
varied in age from 8 to 75 years. The 
parkinsonian group ranged from 34 to 
75 years, with the median age of 50.4 
years. According to our records, approxi- 
mately 30 per cent of the patients had 
received some type of higher education 
and 41 per cent were classified as manual 
laborers. 

During the course of our preoperative 
investigations in these parkinsonian pa- 
tients, extensive intellectual and_psy- 
chologic testing was performed. Results 
of a battery of intelligence tests demon- 
strated a relatively normal distribution: 
the medial 1.Q. of the group was 101, 
with 2.7 per cent of the group considered 
mentally defective and 26 per cent regis- 
tering an I.Q. above normal. However, 
among the 500 nonsurgical patients, 
there was a higher incidence of mental 
deterioration with a larger proportion 
of patients demonstrating a lowered I.Q. 
This was so because we considered men- 
tal deterioration to be a contraindication 
to surgery. 

The majority of the group were graded 
as normal or psychoneurotic within rela- 
tively normal limits considering the de- 
gree of disability caused by their disease. 
Of the total of patients examined, 21 per 
cent demonstrated serious psychologic 
abnormalities, 5 per cent were diagnosed 
as latent schizophrenics, and 14 per cent 
demonstrated signs of organic mental 
disease. In general, there is no “typical 
personality” in this group of parkin- 
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sonian patients, although the majority 
demonstrated a dependency with poor 
psychologic reserves. It is interesting to 
point out that a large number reported 
traumatic psychologic experiences pre- 
ceding onset of tremor or rigidity. 

The average duration of the disease 
among the first 200 patients undergoing 
surgery was 10.7 years. This figure is 
somewhat reduced in the latter group 
because of gradually changing indica- 
tions for the operation, with surgery be- 
ing performed in somewhat earlier cases 
as the technic became safer. 

It is not the purpose of this study to 
offer any detailed analysis of the surgi- 
cal technic but rather at this time to 
analyze the clinical results which have 
thus far been obtained. In the evalua- 
tion of each of these patients, we have 
included pre- and postoperative general 
medical and neurologic examinations, 
according to the criteria of Fairman and 
Schwab.? Systematic postoperative _ re- 
check examination has been carried out 
at three months, six months, one year, 
and thereafter in every patient who 
could be returned to our clinic for ex- 
amination. 

One group of patients included in this 
report was independently evaluated, in 
addition to our own evaluation, by Dr. 
Albert England and Dr. Robert Schwab 
of the Parkinson Clinic in the Massa- 
chusetts General Hospital.’ For each pa- 
tient who could not be given a long- 
term, follow-up examination because of 
the distance involved in travel, we have 
tried to obtain systematic postoperative 
recheck examinations by the original re- 
ferring physician or by a_ neurologic 
consultant residing nearby. The results 
herein reported depend upon the com- 
bination of these methods of evaluation. 


History of Neurosurgical 

Treatment of Parkinsonism 
Since 1817, when James Parkinson pub- 
lished his original description of paraly- 














sis agitans,® clinicians and investigators 
have shown sustained interest in a study 
of the mechanisms, symptoms, and _ pos- 
sible treatment of this disease. Until re- 
cent years, this interest had not resulted 
in any therapeutic regime or procedure 
which was capable of reversing tremor, 
rigidity, deformity, and incapacitation 
which accompanies the gradual progres- 
sion of parkinsonism. 

Among the many therapeutic agents 
which have been used for this disease, 
there is no drug which has yet been 
capable of halting the progress ‘of the 
disease even though some drugs, singu- 
larly or in combination, can _ provide 
some degree of symptomatic alleviation. 
Schwab and Prichard point out that an 
improvement of about 15 per cent is as 
much as can be expected from present 
medical therapy.’® At this time there is 
no medical therapy which can perma- 
nently halt the symptoms of parkinson- 
ism, reverse the stigmata of this disease, 
or interrupt its progression. 


ATTACKS UPON MOTOR CORTEX 


Serious neurosurgical attempts to alle- 
viate tremor of parkinsonism began in 
193711.12 with attacks upon the motor 
and premotor cerebral cortex. This was 
followed by an epic of neurosurgery dur- 
ing which the pyramidal tract was in- 
terrupted at various levels including the 
cortical level, internal capsule, cerebral 
peduncle,'? and spinal cord.'4 However, 
each of these operations resulted in hemi- 
plegia or hemiparesis and it was con- 
cluded that tremor could be relieved by 
surgery on the pyramidal tract only to 
that degree to which motor power was 
sacrificed. Rigidity and functional in- 
capacitation of the extremities as well 
as postural deformities of the extremities 
were not improved and in some instances 
were worsened by pyramidal tract sur- 
gery. At the present time pyramidal tract 
operations have no place in treatment of 
tremor or rigidity of parkinsonism. 








BASAL GANGLIA SURGERY 


Surgery upon the basal ganglia of human 
beings was introduced by Meyers.!® His 
work, consisting of a series of various 
basal ganglia operations, indicated that 
tremor and rigidity could be benefited 
by neurosurgical means without neces- 
sarily paralyzing the patient. However, 
Meyers referred to these investigative 
procedures as surgical experiments and, 
although they marked the introduction 
of a new and rewarding approach to 
these diseases, he did not recommend his 
open operation for routine clinical use. 
Following his efforts have come other 
investigative procedures whose purpose 
has been to place lesions in various parts 
of the basal ganglia, particularly in the 
globus pallidus and its efferent pathways. 

Spiegel and Wycis'® developed the 
stereotaxic apparatus for human beings, 
following the concepts of the Horsley- 
Clark apparatus for laboratory animals, 
and have reported a small series of elec- 
trolytic lesions placed by this means in 
the globus pallidus for treatment of 
parkinsonism. Fenelon,'* Guiot,!8 Nara- 
bayashi,!® Talairach,?° and others have 
developed similar approaches with tech- 
nics aimed at the globus pallidus or the 
ansa lenticularis. All of these workers 
are in basic agreement that rewarding 
results for both tremor and rigidity can 
be obtained by surgical lesions placed in 
this region. Most have pointed out that 
lesions in this region relieve rigidity 
more consistently than tremor although 
the latter is often markedly benefited. 


OCCLUSION OF ANTERIOR 
CHOROIDAL ARTERY 


In October 1952, during a craniotomy 
in a young man incapacitated by tremor 
and rigidity of the left side, the anterior 
choroidal artery was sectioned during 
sharp dissection and had to be occluded 
in order to arrest hemorrhage from this 
artery. Because of the role of this artery 
in supplying blood to the mesial globus 
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pallidus and certain related nuclei, the 
Operation was interrupted so that we 
might observe the clinical effects of this 
arterial ligation. This patient recuper- 
ated without difficulty, and it was noted 
that the tremor and rigidity of the left 
extremities disappeared although no 
motor or sensory deficit was produced in 
these extremities. 

In view of this finding as well as those 
of subsequent anatomic studies, the oper- 
ation of occlusion of the anterior cho- 
roidal artery was applied as a therapeutic 
procedure in a group of 50 patients with 
far-advanced and incapacitating parkin- 
sonism.?!-23 Favorable results were ob- 
tained in 70 per cent of patients, with 
spectacular rehabilitation in many of 
these. Moreover, in many patients, both 
tremor and rigidity as well as longstand- 
ing postural deformities were completely 
reversed. These results represented the 
most complete alleviation of tremor, 
rigidity, deformity, and incapacitation 
which had been produced by any pro- 
cedure up to that time. These patients 
have been followed closely and five-year 
follow-ups without recurrence have been 
documented. 


DEVELOPMENT OF CHEMOPALLIDECTOMY 


Inasmuch as the follow-up studies of our 
own cases of anterior choroidal artery 
occlusion demonstrated the possibility 
of completely relieving far-advanced 
tremor, rigidity, and deformity without 
any neurologic deficit, we set about to 
develop a technic which could be ap- 
plied with a wide range of safety to 
a much larger group of parkinsonian 
patients. 


The Technic of Chemopallidectomy 
and Chemothalamectomy 
The technic as orginally developed, start- 
ing in 1953, consisted of essentially the 
following steps: (1) pneumoencepha- 
lography with a small quantity of air in 
order to visualize the anterior part of the 
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intracerebral ventricular system and espe- 
cially the foramen of Monro, (2) intro- 
duction of a brain needle or cannula 
through a small skull trephination, (3) 
placement of this cannula under radio- 
graphic control into the region of the 
globus pallidus, and (4) injection of pro- 
caine through the cannula into the glo- 
bus pallidus and its environs in order to 
provide a clinical-physiologic test of the 
effects of a lesion in this region. If this 
test demonstrated relief of contralateral 
tremor and rigidity, absolute alcohol 
was injected in order to produce perma- 
nent neurolytic lesion. Moreover, the 
cannula was allowed to remain indwell- 
ing in the brain for several days follow- 
ing operation so that the size of the 
lesion could be augmented by repeated 
injections of absolute alcohol. 


During the next four years this has 
been essentially the underlying technic 
of chemopallidectomy. However, succes- 
sive modifications have made the tech- 
nic increasingly successful and, at the 
same time, minimized the risk of this 
type of surgery. Some of the technical 
modifications which have been made are 
as follows: (1) the location of the skull 
trephination was changed from the tem- 
poral region to the region of the con- 
vexity of the skull and the plane of the 
coronal suture; (2) Pantopaque was com- 
bined with our neurolytic agent in order 
to visualize the lesion radiographically; 
(3) in some cases, cellulose was combined 
with the neurolytic agent in order to 
render the absolute alcohol more vis- 
cous; and (4) the cannula was modified 
so that it has two lumens, one of which 
leads to a small, inflatable balloon at the 
extremity of the cannula. Inflation of this 
balloon produces a cavity in the desired 
region of the brain for subsequent injec- 
tion of the absolute alcohol in order to 
produce a perfectly circumscribed and 
localized lesion. It also provides the same 
type of physiologic test previously sup- 
plied by injection of procaine. Moreover, 
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the balloon is inflated with a radiopaque 
material so that it can be visualized 
roentgenographically confirming the 
exact localization of our lesion. 

The original point of attack of this 
investigation was the globus pallidus and 
its efferent pathways. The anatomic 
landmarks which we used have been re- 
ported in detail in previous publications. 
The production of a large lesion in the 
globus pallidus by chemopallidectomy 
proved to be a relatively simple proce- 
dure with very low morbidity and mor- 
tality rates. Favorable results were ob- 
tained in 70 per cent of cases. 

In certain patients, especially in those 
with severe tremor, the lesion in the 
globus pallidus produced complete alle- 
viation of rigidity but incomplete alle- 
viation of tremor. In these cases, the 
tremor would respond favorably when 
we placed a second lesion in a plane ap- 
proximately 10 mm. behind the original 
lesion. Anatomic studies permitted us to 
identify this second area as a zone which 
combined the pallidal-thalamic connec- 
tions and the ventrolateral nucleus of 
the thalamus itself. This second lesion 
proved to be so successful for patients 
who had been incompletely relieved of 
tremor by the globus pallidus lesion 
alone, that it has gradually become our 
practice to produce a thalamic lesion 
primarily in cases in which tremor is the 
predominating symptom. If tremor is in- 
completely relieved, we then place a 
second lesion more anteriorly, thereby 
somewhat reversing the procedure used 
in cases in which rigidity is the predomi- 
nating symptom. We have found that, 
in properly selected cases, this combina- 
tion of the pallidal and thalamic lesions 
will almost invariably produce marked 
or complete alleviation of tremor and 
rigidity of the side contralateral to oper- 
ation without inducing neurologic deficit. 


Selection of Patients 


In an elective operation such as this, one 





has to consider not only scientific and 
clinical data but moral, sociologic, and 
psychologic factors in evaluating a pa- 
tient as a possible candidate for brain 
surgery for parkinsonism. Patients can 
be classified roughly into three groups: 
those whom we are sure should be oper- 
ated upon; those who may undergo sur- 
gery, although operation is not manda- 
tory at that time; and those in whom 
surgery is definitely contraindicated. 

The ideal candidate is young, using 
physiologic rather than chronologic age 
as a criterion. It is preferable that his 
disease has been progressing slowly, with 
symptoms relatively unilateral, and that 
he should still be functioning although 
somewhat incapacitated. He should dem- 
onstrate no abnormality in his ability to 
speak; no autonomic symptoms, such as 
excess salivation, hyperpyrexia, bladder 
difficulties, sweating or greasy skin; and 
absolutely no mental deterioration. 

At the opposite extreme, the poor sur- 
gical risk is a patient who is physiologi- 
cally old, particularly one who looks 
older than his chronologic age; who has 
bilateral advanced disease and severe 
tremor; who is already bedridden; and 
who has very poor physical and intellec- 
tual reserves. In this type of patient, 
even though tremor and rigidity may 
be successfully relieved, mental deteriora- 
tion or physical debilitation interferes 
with a good functional result. 

Between these two extremes there is a 
wide range of variability and each case 
must be individually considered. In our 
opinion, absolute contraindications are 
organic mental deterioration, signs of 
pseudobulbar palsy, predominance of 
vegetative symptoms, hyperpyrexia, psy- 
chiatric abnormalities, or other definite 
medical contraindications. 

The symptoms at which surgical ther- 
apy is aimed primarily are rigidity, 
tremor, deformity, and bradykinesia. 
Abnormalities of spoken voice are not 
ordinarily improved by surgery and 
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should not be considered as an indica- 
tion for surgical intervention. Moreover, 
vegetative symptoms, such as excess sali- 
vation, hyperpyrexia, and urinary com- 
plaints, are generally not improved by 
surgery and should not encourage one 
to undertake this type of therapy. How- 
ever, some ancillary symptoms usually 
are benefited by surgery, particularly 
edema of rigid, motionless extremities 
and masked facies. We believe that these 
latter symptoms are secondary to rigidity 
and therefore are alleviated because the 
rigidity has been relieved. Another symp- 
tom which responds immediately and 
often in a spectacular fashion is pain in 
the extremities when it is secondary to 
rigidity. Although this symptom has not 
been emphasized very often in descrip- 
tion of the disease, many patients find 
it intolerable. Motor function is usually 
greatly improved, even when unilateral 
operation is carried out in a bilateral 
case. 

We have included in our series a con- 
siderable number of patients over 60 and 
some over 65. However, the number of 
suitable candidates for surgery in the 
over-60 group is much smaller than in 
the younger age groups. In general we 
operate on those patients over 70 who 
are involved primarily on one side, who 
appear physiologically younger than 
their stated age, who show no evidence 
of mental deterioration, and who are not 
yet chair- or bedridden. 

In children with extrapyramidal dis- 
orders, the chief prerequisite is relatively 
normal mental function. This problem 
is simple among patients with dystonia 
musculorum deformans, for these chil- 
dren do not suffer from mental deteriora- 
tion and demonstrate a pure extrapy- 
ramidal disorder. However, many choreo- 
athetotic patients, are mentally retarded, 
cannot speak, and demonstrate a_bi- 
lateral, spastic hemiplegia. Few of these 
can be selected as candidates for surgery 
at the present time. 
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PSYCHOLOGIC FACTORS IN 
SELECTION OF PATIENTS 


From the beginning of this investigation, 
psychologic studies were made of each 
patient before and after surgery. Origi- 
nally, such studies were undertaken in 
order to estimate psychologic and _ in- 
tellectual effects of basal-ganglia surgery 
in human beings. However, they became 
increasingly important preoperatively in 
selection of candidates for operation. In 
our experience, psychologic factors are 
important in the surgical prognosis for 
each individual. These factors may be 
classified into these principal groups. 


SYNDROME OF ORGANIC MENTAL. DISEASE 


Organic mental symptoms may be seen 
in patients with parkinsonism, particu- 
larly those in the older age groups, as 
a result of cerebral lesions or, occasion- 
ally, as a consequence of antiparkinson 
medication. The most common mani- 
festations are loss of attention in con- 
centration and difficulties in mental or- 
ganization and integration. In typical 
cases this deterioration is evident in 
various intellectual areas. After opera- 
tion the patient recuperates slowly, is 
sometimes mentally confused, and, in ex- 
treme cases, may demonstrate a true or- 
ganic psychosis. 

LATENT SCHIZOPHRENIA 

Even though we have not yet carried out 
a complete statistical study, we believe 
that signs of latent schizophrenia contra- 
indicate neurosurgical intervention, for 
parkinsonism, especially if they are char- 
acterized by symptoms of paranoia. The 
mental stress which accompanies hospi- 
talization and operation, as well as the 
brain lesion itself, may provoke acute 
paranoic symptoms in this type of pa- 
tient. Patients with no clear-cut schizo- 
phrenic symptoms, but with manifesta- 
tions such as distortion of reality during 
psychologic testing, have a poor recupera- 
tive prognosis. The history of previous 
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mental disorder does not necessarily con- 
traindicate surgery, but the patient with 
such a history must be studied carefully. 
It is probable that any patient with psy- 
chiatric symptoms or latent schizo- 
phrenia will recuperate slowly with less 
than complete social readjustment. 


ANXIETY AND PANIC STATES 


Presence of a severe anxiety state or 
panic, especially if it does not refer to 
the operation itself but to personal prob- 
lems, indicates trouble in the psychologic 
mechanisms of defense of the personality. 
It is generally, although not always, a 
contraindication to surgery. 


PASSIVITY AND DEPENDENCY 


The characteristics of passivity and de- 
pendency are contraindications to sur- 
gery only when they interfere with the 
patient’s motivation and personal re- 
serves which are needed for postoperative 
recuperation and rehabilitation. In many 
cases, the syndrome of parkinsonism is 
a total type of disease and the operation 
is only able to restore use of previously 
incapacitated extremities. In many in- 
stances, postoperative rehabilitation de- 
pends on the driving forces of the patient 
himself. Patients who are extremely pas- 
sive and dependent are less apt to make 
use of the facilities returned to them by 
successful surgery. 


RIGID PERSONALITY 


Extreme rigidity of the personality— 
whether a reaction to the disease or a 
characteristic of the premorbid person- 
ality—creates problems of readjustment 
during the postoperative period. The pa- 
tient who has been able to adjust him- 
self slowly to his disease seems to be 
more able to meet surgery and deal with 
the strange environment of the hospital 
and the postoperative situation. More- 
over, he is more apt to seek new employ- 
ment following successful surgery. 





DEPRESSION 


A reactive depression is a common find- 
ing in patients with parkinsonism, and 
we do not believe that it contraindicates 
surgery. Only when the depression is a 
part of the structure of the premorbid 
personality is it considered as a handicap 
although not as a contraindication to 
surgical care. By and large reactive de- 
pression in this disease lifts very quickly 
following successful surgical alleviation 
of parkinsonian symptoms. 

The factors which have been enumer- 
ated in rather broad terms above are 
those which may be considered as rela- 
tive or absolute contraindications in cer- 
tain cases. However, it must be empha- 
sized that the psychologic aspect of pa- 
tients with parkinsonism, as is true of 
other aspects of the personality and dis- 
ease state, are only one part of the pre- 
operative evaluation. Diverse neurologic 
and medical factors must be carefully 
evaluated before arriving at a final de- 
cision as to whether surgery may be in- 
dicated in a particular case. 


MEDICAL FACTORS IN 
SELECTION OF PATIENTS 


We have not found it necessary, or for 
that matter possible, to classify all par- 
kinsonian patients on the basis of etiol- 
ogy, for in many cases the etiology is not 
clear. However, we do consider it useful 
and possible to place them in two cate- 
gories depending on presence or absence 
of autonomic symptoms. This classifica- 
tion depends purely upon clinical ob- 
servation without pathologic or anatomic 
substantiation and does not depend up- 
on the common classification of post- 
encephalitic, idiopathic, and arterio- 
sclerotic types of parkinsonism. However, 
patients demonstrating greater auto- 
nomic dysfunction usually fall into the 
postencephalitic group. We feel that it 
is important to single out these patients 
because they do not respond as well to 
surgical intervention and because they 
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have more postoperative complications. 
Autonomic are not apt to 
respond to surgical intervention and 
therefore the benefit of surgery is limit- 
ed for patients in whom such symptoms 
predominate. On the other hand, if 
tremor, rigidity, deformity and_brady- 
kinesia are the chief complaints, surgery 
is more apt to provide alleviation. 


symptoms 


All possible candidates for surgery are 
subjected to complete medical study. 
Medical contraindications to surgery are 
those which might contraindicate 
type of elective surgery. Medical prob- 
lems secondary to longstanding inca- 
pacitation are not uncommon in _ par- 
kinsonian patients. As a result of their 


any 


basic disease, they may have a tendency 
to urinary retention with its concomitant 
problems or to such difficulties as de- 
creased vital capacity with pulmonary 
embarrassment. 

Presence of an active infective process, 
such as tuberculosis, bronchiectasis, or 
acute cystitis, should be considered as 
an absolute Chronic 
cystitis or bronchiectasis with- 
out hyperpyrexia is a relative contrain- 
dication and, in instances, may 
permit operation under close medical 
supervision. Evidence of frank renal or 
cardiac failure is an absolute contra- 
indication. However, a previous myo- 
cardial infarct is 


contraindication. 
chronic 


some 


considered to be 
an absolute contraindication, for chemo- 
pallidectomy is not particularly trau- 
matic and does not necessarily result in 
unusual effort for the cardiovascular 
system. Essential hypertension does offer 
an additional risk to this type of brain 


not 


surgery for it increases the possibility 
of postoperative hemorrhage. It is our 
custom treatment of 
hypertension before proceeding with sur- 
gical intervention for parkinsonism. 
We believe that the existence of any 
hemorrhagic gastrointestinal disease is 
an absolute contraindication. In our ex- 
perience, a previously bleeding peptic 
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ulcer tends to reactivate during the im- 
mediate postoperative period. On the 
other hand, inactive ulcer does not ap- 
pear to be a contraindication. Complete 
hematologic studies are included in the 
preoperative work-up in order to rule 
out any hemorrhagic tendency. Many of 
these patients have a microcytic, hyper- 
chromic anemia which rarely necessi- 
tates transfusion and does not neces- 
sarily contraindicate operation. How- 
ever, if the anemia is pronounced, the 
operation is postponed so that this de- 
ficiency can be corrected before surgery. 

In general, we maintain the patient 
preoperatively on the same antiparkin- 
sonian medications which he has been 
receiving. In some instances, this is re- 
duced before surgery, but it is considered 
unwise to stop all medication at this 
time. Following successful surgery, medi- 
cation is stopped either completely or 
gradually during the first month follow- 
ing operation. 


Results 


The results which we shall discuss at 
this time refer exclusively to cases of 
chemopallidectomy unless otherwise in- 
dicated. The series treating anterior cho- 
roidal artery occlusion has been reported 
in documented fashion in several pre- 
vious communications and will not be 
repeated here. However, it is important 
to point out that some of the earliest 
successful cases of anterior choroidal 
artery occlusion have now been fol- 
lowed for five years and have shown no 
recurrence of tremor or rigidity since 
operation. Thus, this operation has dem- 
onstrated that complete relief of tremor, 
rigidity, deformity, and incapacitation 
can be achieved in parkinsonian patients 
without inflicting any neurologic deficit 
and can endure for at least five years 
without recurrence to the present. 

In the over-all series of 550 patients 
treated by chemopallidectomy and 
chemothalamectomy, favorable results 
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have been obtained in somewhat more 
than 70 per cent. By favorable results 
we mean objective alleviation of tremor, 
rigidity, and incapacitation without in- 
fliction of any neurologic deficit. Because 
of progressive improvements in technic 
as well as increased knowledge in selec- 
tion of patients, the incidence of suc- 
cessful cases among the last 100 patients 
exceeds 80 per cent. 

Riklan and his associates carried out 
an independent follow-up analysis of 
subjective findings in 100 consecutive 
chemopallidectomy patients by. having 
them answer a long, detailed question- 
naire. The same questionnaire was sub- 
mitted to a group of 100 control patients 
whose symptoms, signs, and age category 
paralleled those of the surgical group 
but who, for various reasons, were not 
subjected to surgery. Among those sub- 
jected to chemopallidectomy and_ fol- 
lowed up to eighteen months postopera- 
tively, 88 per cent reported that they 
were greatly improved as regards tremor 
and rigidity at the time they answered 
the questionnaire. Seventy per cent of 
these stated that their functional capac- 
ity was improved. Of the 100 medical 
patients, 10 per cent stated that they were 
better as the result of continued medical 
therapy, while 57 per cent stated that 
they were worse than at the time they 
were originally seen. The remaining 33 
per cent reported no change in status. 

This study demonstrates the ability 
of chemopallidectomy and thalamec- 
tomy not only to halt progress of tremor, 
rigidity, and functional incapacitation 
but also to reverse the disease process. 
In this controlled series of 100 consecu- 
tive patients, 88 per cent stated that they 
were markedly improved during the 
follow-up period. This contrasts with 
the medically controlled patients, the 
vast majority of whom reported con- 
tinued further functional incapacitation 
as well as progress of tremor and rigidity, 
despite their medical regime. 






From a study of our over-all series of 
chemopallidectomy patients, we can state 
conservatively that, in properly selected 
patients in whom operation is performed 
accurately and the basal ganglia lesion 
is persistently enlarged in accordance 
with the needs of the particular patient, 
rigidity and tremor can be successfully 
relieved in more than 80 per cent of 
patients. Moreover, if rigidity and tremor 
are completely alleviated and this relief 
seems to persist for two months, in our 
experience such relief will be permanent. 
Naturally, use of the term permanent is 
relative, since our longest follow-ups are 
between three and five years. 

The mortality in our complete series 
has been 3 per cent, with a 2 per cent 
incidence of hemiplegia. Approximately 
10 per cent of patients demonstrated 
signs of involvement of the pyramidal 
pathways in a transitory form, but these 
signs tended to disappear within three 
to six weeks after surgery. In patients 
who have been completely relieved of 
tremor and rigidity, there has been no 
relationship to pyramidal tract involve- 
ment, the vast majority failing to show 
signs of such involvement. 

Approximately 20 per cent of patients 
with operation in the dominant hemis- 
phere of the brain had transitory speech 
difficulties during the acute postopera- 
tive period. However, a lasting aphasia 
was produced only in two patients in 
the entire series. Both patients had suf- 
fered a hemiplegia and were mentioned 
previously among motor complications. 
Most of these speech difficulties appear 
in the. expressive area and include dys- 
arthria, anomia, and motor aphasia. In 
our experience, these isolated difficulties 
in speech following introduction of a 
cannula in a dominant hemisphere usual- 
ly disappear within the first two weeks 
following surgery, although some are 
not completely gone for as long as eight 
weeks. Most speech difficulties have been 
related to placement of the trephine 
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opening too far posteriorly. When oper- 
ating on the dominant side of the brain, 
the burr hole should be placed anterior 
to the coronal suture. 


Psychologic Observations 
In the discussion which follows, we shall 
refer to psychologic observations which 
were made during the period immediate- 
ly following chemopallidectomy—that is, 
a period of one day to four weeks fol- 
lowing operation. Before and after opera- 
tion, each patient underwent a battery 
of psychologic tests, including intelli- 
gence, perception, and personality ex- 
aminations. Our remarks refer to the 
findings of these tests and also to clinical 
observations made in the same period. 

In a considerable number of patients, 
we observed a slight change in affectivity, 
from the general attitude of depression 
and pessimism to a feeling of optimism 
and tranquility. This change was seen 
particularly in those who, before opera- 
tion, demonstrated a reactive depression 
to their disease. Conjointly with this 
change in affectivity, there was a reduc- 
tion in anxiety and tension. 

Another common finding, at times im- 
mediately after operation, was a decrease 
in the self-preoccupation characteristic 
of many parkinsonian patients, a change 
which was accompanied by a rebirth of 
interest in the outside world. Letters and 
follow-up examinations of these patients 
up to two years following surgery indi- 
cate that this change in attitude persists 
and is a psychologic expression of the 
improvement in physical functions. 

More than 85 per cent of patients did 
not exhibit any change in intellectual 
function in the immediate postoperative 
period, and somewhat less than 15 per 
cent showed alterations of variable in- 
tensity. This was particularly true in 
aged patients who had already demon- 
strated organic mental deterioration 
prior to surgery. Any pre-existing in- 
tellectual deficit may be somewhat ac- 
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centuated during the immediate post- 
operative course. As we have come to 
select patients who are more moderately 
involved by their disease and who do 
not demonstrate intellectual deficits this 
figure of 15 per cent has been lowered. 
A comparative study demonstrates that 
the greater part of postoperative intellec- 
tual deficit is seen in some form in the 
preoperative studies and is predictable. 
Moreover, any changes which have been 
observed have proved to be temporary 
unless the patient suffered some other 
neurologic complication. It seems safe to 
say, on the basis of this large series, that, 
when lesions are accurately placed and 
well localized within the basal ganglia 
and when patients do not demonstrate 
intellectual deficit before surgery, the 
operation will not cause any later ob- 
servable intellectual deficit. 

Findings of confusion, disorientation, 
or actual hallucination appeared in 10 
per cent of patients during the imme- 
diate postoperative period. This 10 per 
cent was found among those patients 
previously mentioned who may show 
some intellectual change during this pe- 
riod immediately following surgery. 
Moreover, it was shown definitely that 
personality problems after operation are 
a direct reflection of similar problems 
existing in less accentuated form before 
operation. It is for this reason that psy- 
chologic evaluation is so necessary in 
selecting candidates for this type of sur- 
gery. All signs of personality disorder 
following operation in this small group 
of patients were transitory and disap- 
peared with the passage of time. 

Studies carried out by the consulting 
psychologists showed that more than 85 
per cent of the patients in this series 
tolerated surgery without any psycho- 
logic or mental abnormality appearing 
during the immediate postoperative pe- 
riod. Moreover, those patients who dem- 
onstrated such abnormalities have been 
seen to improve with time. These ab- 
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normalities were not only transient but 
were shown to be related to the pre- 
operative intellectual or emotional con- 
dition of the patient. It is thus of ob- 
vious importance to rule out patients 
with progressive mental deterioration as 
surgical candidates. It appears at this 
time that well-circumscribed, relatively 
large, pallidal or thalamic lesions can be 
inflicted upon patients who have no 
intellectual or psychologic deficit with- 
out causing such deficits by operation. 


Discussion 


In past reports, we emphasized and now 
wish to re-emphasize that chemopallidec- 
tomy and chemothalamectomy are aimed 
not at the entire syndrome complex of 
parkinsonism but at certain components 
of this complex. This operative technic 
is capable of relieving incapacitating 
rigidity, rigid postural deformities, alter- 
nating tremor, and bradykinesia. In cer- 
tain cases, there has also been improve- 
ment in masked facies, elevation of 
mood, decrease in greasiness of the skin, 
and, in rare instances, improvement in 
oculogyric crises. However, parkinsonism 
is not actually a disease state but an 
extremely variable and protean symptom 
complex. Of the many symptoms which 
can be included in this complex, tremor 
and rigidity are the most common and 
most incapacitating. Chemopallidectomy 
and thalamectomy can relieve these 
otherwise progressive and _ intractable 
symptoms, but the degree to which the 
patient will be benefited depends on the 
degree to which tremor and _ rigidity 
disturb him. 

Surgery does not cure all of the aspects 
of the syndrome, but this does not mean 
that such therapy should not be under- 
taken. Rather, a study must be made 
of how each patient is affected by par- 
kinsonism. For example, there are many 
patients who have suffered from uni- 
lateral tremor and rigidity without other 
evidence of parkinsonism who have had 






their symptoms completely relieved by 
chemopallido-thalamectomy. Many have 
gone two years or more following opera- 
tion quite free of any evidence of tremor 
or rigidity. Since these patients had no 
other symptoms, it is reasonable to refer 
to these cases as two- or three-year cures 
of their symptom complex. However, in 
patients with advanced bilateral involve- 
ment, who were relieved of tremor and 
rigidity only on one side, one must refer 
to alleviation of part of the symptom 
complex even though tremor and rigid- 
ity were wholly relieved on one side. It 
is noteworthy that in such cases relief 
on one side often renders a previously 
incapacitated patient capable of self-care 
in all activities of daily living. In some 
instances, it may actually do more to 
rehabilitate such a patient than relief of 
unilateral tremor and rigidity in a pa- 
tient functioning at a normal level. 


Case Reports 


Examples of various types of cases sub- 
jected to chemopallidectomy and _thal- 
amectomy will be cited to illustrate the 
above points. 


OPERATION FOR UNILATERAL 
TREMOR AND RIGIDITY 


Case 1. A. S., a 39-year-old white male, was 
admitted to our service in February 1955. 
For the previous eight years he had been 
unable to work because of tremor and rigid- 
ity of the right extremities. The tremor was 
pronounced and the rigidity was compli- 
cated by a postural deformity which caused 
him to carry the right arm in a peculiar 
position across the chest. As a result of his 
inability to work, he became seclusive and 
suffered from loss of appetite so that he 
appeared cachectic and quite disabled con- 
sidering the fact that he only suffered from 
unilateral involvement. There was no hyper- 
salivation, hyperpyrexia, urinary bladder dif- 
ficulty, or other vegetative symptom. 

This patient was treated by left chemo- 
pallidectomy February 15, 1955. Rigidity was 
completely relieved and tremor was approxi- 
mately 60 per cent alleviated. One month 


Geriatrics, March 1958 137 





later, a second lesion was placed in the 
thalamus of the left side, resulting in com- 
plete relief of tremor, rigidity, and deformity 
of the right extremities immediately after 
operation. Since that time the patient has 
had no tremor, rigidity, deformity, or in- 
capacitation of any kind. He has been ex- 
amined by many neurologists as well as by 
his referring physician and has been pre- 
sented at several neurologic conferences. On 
no occasion has tremor, rigidity or deformity 
been noted. He has returned to a full social 
and vocational life, serving as a physiother- 
apy assistant in a small hospital. He has had 
100 per cent alleviation of his symptoms 
for almost three years and has no evidence 
of parkinsonism. 


Case 2. N. L., a 51-year-old white male, was 


referred by Dr. Robert S. Schwab of Boston. 
Tremor and rigidity of the left extremities 
had begun twenty-five years before admis- 
sion and progressed slowly for fifteen years 
until they became quite severe. For about 
ten years there had been little progress, and 
the patient felt that his disease had been on 
a plateau for two years before admission. 
Examination disclosed a tremor of grade 3 
to 4 and rigidity of both left extremities, 
with moderate incapacitation of the left 
upper extremity and some dragging of the 
left lower extremity when walking. There 
were no other stigmata of parkinsonism. He 
felt that this unilateral tremor and rigidity 
had deprived him of a normal social life for 
twenty-five years and he was anxious to un- 
dergo surgery in an attempt to be relieved 
of this disease. He had been followed for 
several years by Dr. Schwab and had failed 
to respond to medical therapy. 

A right chemopallidectomy was carried out 
on October 25, 1956, with an uneventful 
postoperative course and was followed by 
complete relief of tremor and rigidity of the 
left extremities. This patient was checked 
postoperatively by Dr. Schwab and rechecked 
more than one full year after operation. Dr. 
Schwab reported: 


“What I saw was sufficiently encouraging 
to warrant a classification of him as a Type 
A result. There was absolutely nothing ab- 


normal on the unoperated or right side, 
which goes with the examination made pre- 
operatively, July 3, 1956. On the left or 
operated side, however, there is a striking 
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change in the rigidity and tremor. The rigid- 
ity, which was grade 3 in the left wrist pre- 
operatively, now is minus. Tremor which was 
grade 3 to 4 on the left preoperatively is 
now zero. A count of 312 per minute on 
the tremor recorder preoperatively is now 
zero, even when the patient is stressed a 
bit by making him rapidly subtract 7 from 
100. Reaction time on the left side was nor- 
mal .21 of a second. Circle time on the left 
side had improved from nine to six seconds. 
Grip was unimpaired preoperatively in spite 
of the tremor and it has not changed. 

“The ergogram is now normal on the left 
side and was definitely down to about 30 
per cent of normal before. There is no Hoff- 
mann on the left and no edema and no 
Babinski, but there is a brisk ankle jerk 
with repeats which I did not get before. His 
weight is normal, appetite is normal, and 
he sleeps well. His mood is normal and ex- 
cellent. He is doing full-time work. There 
is no intellectual impairment of any type. 
His memory is intact in every way. 

“His grading on his subjective behavior 
in the 10 categories before operation was 84 
per cent of normal and is now 100 per cent, 
in spite of the fact that he is taking no medi- 
cation. Objective impairment before surgery 
was 67 per cent of normal, due largely to 
the severe tremor and the rigidity in the 
left arm, and now is 99 per cent of normal. 
The only deficits are a slight trace of cog- 
wheel rigidity in the left wrist and, on 
walking, a reduction in normal arm swing, 
though slight. The rest of the arm and leg 
swing, however, is good. These are inconse- 
quential, neurologic minutiae which can 
hardly offset the remarkable and _ extraor- 
dinary improvement that this man shows a 
year after surgery.” 

Comment: These two cases illustrate 
a particular type of parkinsonian pa- 
tient who manifests his illness only by 
tremor, rigidity, difficulty with move- 
ment, and deformity of the extremities 
of one pait of the body. Inasmuch as 
these symptoms were completely relieved 
by surgery, these patients are now vir- 
tually normal. It is quite obvious that, 
although these patients suffer from part 
of the syndrome known as parkinsonism, 
they really cannot be considered in the 
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same category as patients with bilateral, 
far-advanced parkinsonism, who also 
manifest many vegetative symptoms. An 
analogy, for example, might be the re- 
moval of a localized carcinoma versus 
the attempt to remove the same type of 
carcinoma once it has metastasized to 
local lymph glands or to other parts of 
the body. 

Actually, this type of unilateral par- 
kinsonism, existing for a long time on 
one part of the body without appearance 
of vegetative symptoms, might be desig- 
nated a benign type which responds to 
surgery, resulting in a patient who is 
virtually normal. We believe that one 
is entitled to refer to the result in this 
type of case as a surgical cure, if one 
modifies it as a “three-year cure” or “‘five- 
year cure,” depending on the follow-up 
period. 

UNILATERAL OPERATION FOR 
BILATERAL TREMOR AND RIGIDITY 

Case 3. A. T., a 59-year-old white male, 
was seen in consultation in June 1953. From 
1936, when postencephalitic parkinsonism 
had forced him to give up his work as a 
barber, he had become increasingly inca- 
pacitated, and was eventually hospitalized as 
a domiciliary patient. At the time of admis- 
sion to our service, he was bedridden with 
his mouth open and infrequent blinking of 
the eyes. He required constant nursing care 
and was unable to walk alone, feed himself, 
or perform any tasks of daily living. The 
facies was masked and speech was _ barely 
audible. Rigidity of all extremities was 
boardlike, and there was moderate, bilateral, 
resting-type, pill-rolling tremor. 

In July 1953 occlusion of the right an- 
terior choroidal artery was performed 
through a subtemporal craniectomy. During 
the first three weeks following surgery, this 
patient was lethargic and somnolent but he 
gradually recovered from this state without 
operative sequelae. The complete relief of 
tremor and rigidity of the left extremities 
which was attained has persisted until the 
present time, four and one-half years later. 
Moreover, the patient has shown improve- 
ment in gait, speech, self-care, and all ac- 
tivities of daily living. He has remained 


ambulatory, feeds and dresses himself, and 
carries on a fairly normal life. He goes to 
restaurants and the theater and makes his 
way about New York City alone, using public 
transportation. Every three months since 
operation, this patient has been checked in 
our follow-up clinic and, on several occa- 
sions, by other physicians who were respon- 
sible for his care during his years of in- 
capacitation. All confirm the complete re- 
lief of tremor and rigidity of the left ex- 
tremities as well as the return from a state 
of bedridden incapacitation to one of in- 
dependence in self-care. 


Case 4. In 1944, A. O., a 48-year-old former 
coal miner, first noted stiffness in the right 
arm and hand which spread gradually to the 
right leg, and the left hand, arm, and leg. 
By 1948 the patient was incapacitated and 
had to give up his job. By that time bilateral 
tremor had also appeared. In the five years 
preceding admission, the patient became 
apathetic, lost approximately 50 pounds, and 
required assistance in all activities of daily 
living. He walked with pronounced flexion 
posture and festinating gait, required help 
in feeding himself, and was a nursing prob- 
lem. He was referred in that condition by the 
Welfare Fund of the United Mine Workers. 

Left chemopallidectomy was performed in 
February 1955, resulting in complete allevia- 
tion of tremor and rigidity of the right ex- 
tremities. However, one month following 
operation, a 50 per cent recurrence of symp- 
toms necessitated a second procedure, and a 
new lesion was placed one centimeter pos- 
terior to the first. Since that time the patient 
has remained completely free of tremor and 
rigidity of the right extremities. Posture and 
gait are greatly improved and he can now 
walk one-half mile without difficulty. Brady- 
kinesia of the right extremities has disap- 
peared, and he uses these extremities in a 
relatively normal fashion. During the nearly 
three years since the operation, tremor and 
rigidity of the unoperated left extremities 
have progressed. Despite this. fact, the rela- 
tively normal status of the right extremities 
has rendered this patient independent in all 
activities of daily living. The patient has 
been followed to the present time by re- 
check examinations every six months at our 
own clinic, and our findings have been con- 
firmed by the referring physicians. 
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These two cases demon- 


Comment: 
strate the effect of surgical relief of 
tremor, rigidity, and bradykinesia from 
the extremities of only one side in pa- 
tients with bilateral or global involve- 
ment of parkinsonism. Most of these 
patients, who are typical of many in our 
series, were completely incapacitated by 
the four extremities. 
In each patient, tremor, rigidity, and 
bradykinesia were relieved only on one 
side. However, return of relatively nor- 
mal function to the extremities of one 
side enables these patients to move 
about, feed and themselves, and 
take part in social as well as ordinary 
daily activities. 


uselessness of all 


dress 


Even though only part of the parkin- 
sonian syndrome has been relieved, this 
relief renders the patient able to with- 
stand the remaining stigmata of the dis- 
ease and has a remarkable effect in re- 
turning him to functional capacity. ‘The 
total incapacitation of these patients be- 
fore surgery meant that they had to be 
attended nearly around the clock by a 
nurse or by one or more members of 
the family. Not only was the breadwin- 
ner incapacitated but the person caring 
for the patient could not be economically 
productive. Thus, the use of unilateral 
operation in this type of bilateral case 
not only relieves the patient of inca- 
pacitation but relieves the family of the 
awesome burden of caring for a rigid, 
helpless person. 


BILATERAL OPERATION FOR 
BILATERAL TREMOR AND RIGIDITY 


Case 5. For twenty-one years before admis- 
sion, J. R., a 46-year-old white male, had 
suffered from postencephalitic parkinsonism 
accompanied by tremor and rigidity of all 
four extremities. By 1947 he was completely 
disabled and his mother gave him constant 
nursing care at home. In February 1949 he 
was seen in neurologic consultation by Dr. 
Lyle Gage who found him helpless and bed- 
ridden, with grimacing movements of the 
face, marked tremor of extremities, head, 
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and neck, and leadpipe rigidity of all ex- 
tremities. He lay with his mouth agape, 
drooling, and was unable to perform any 
necessary voluntary acts. He had oculogyric 
crises at least twice weekly. 

When he was admitted to our service in 
the spring of 1954, he was still completely 
bedridden with tremor and rigidity of all 
extremities. His speech was inaudible, he was 
drooling, helpless, could not turn over in 
bed, nor, when placed in a chair, could he 
rise from it. 

This patient was subjected to a series of 
tests designed to gauge ability to perform 
activities of daily living, but could not carry 
out any of the 127 elementary activities test- 
ed. He could not turn over in bed or sit 
erect without support. Even passive move- 
ments of the extremities were difficult be- 
cause of rigidity. He could not take an object 
which was placed in his hand and raise it to 
his mouth. 

Operation was advised and the left an- 
terior choroidal artery was obliterated by 
electrocoagulation on May 3, 1954. Tremor 
and rigidity were completely relieved in the 
right extremities and have remained so to 
the present time. Active motion became nor- 
mal on the right side. Ability to perform 
even fine finger movements returned during 
the immediate postoperative period. Al- 
though relief was present on only one side, 
the patient could walk unaided, feed him- 
self, get in and out of bed, and perform 
toilet functions within two weeks after oper- 
ation. His facial expression became more 
natural and the mimicry of his facial muscu- 
lature more vivid. 

This patient was followed postoperatively 
and found to show continuous improvement 
in all activities of daily living. One full year 
after operation, it was decided to carry out 
operation for tremor and rigidity of the 
left extremities and right chemopallidec- 
tomy was performed on January 21, 1955. 
The patient had an uneventful recovery 
with complete alleviation of tremor and 
rigidity on the left side as well as on the 
previously operated right side. 

This bilateral relief of tremor and rigidity 
with improved function in all activities of 
daily living, improved appearance of facies, 
and a return to full social rehabilitation has 
persisted to the present time. There has been 
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no recurrence of any symptom and the pa- 
tient has actually returned to work as a clerk 
in a local grocery store. 

This case is remarkable in several ways. 
First, it is important to note that, although 
he was bedridden for eight years prior to the 
initial operation, occlusion of the left an- 
terior choroidal artery resulted in total al- 
leviation of symptoms on the right side with 
the return to ambulation and self care. Fol- 
lowing the second operation, which was 
chemopallidectomy, bilateral relief was 
achieved. The patient has been followed four 
years since the first operation and three years 
since the second, and demonstrates ‘bilateral 
relief of tremor and rigidity by two different 
original operative technics, without infliction 
of any neurologic deficit. 

It is obvious that operative lesions pro- 
duced by anterior choroidal artery occlusion 
on one side and chemopallidectomy on the 
opposite side of this man’s brain would re- 
veal many neurologic secrets to us if we 
examine anatomically these lesions with their 
secondary tract degenerations. Such informa- 
tion will necessarily be gathered from suc- 
cessful cases very slowly. In the meantime, 
the clinical information supplied by such a 
case as this will necessarily change many of 
the previous concepts regarding surgery of 
the basal ganglia, occlusion of the anterior 
choroidal artery, and the pathogenesis of 
extrapyramidal hyperkinesis. 


Case 6. M. P., a 53-year-old white house- 
wife, had noted tremor and rigidity of the 
extremities seven years before admission and 
symptoms had progressed rapidly. ‘There was 
no history of encephalitis. She was referred 
to us in June 1953 by Dr. Francis Grant of 
Philadelphia. 

Initial examination on our service revealed 
a typical severe parkinsonian tremor of all 
the extremities and the head. Rigidity was 
severe and involved all four extremities as 
well as the back and neck. Medication had 
afforded no relief. This patient was checked 
monthly until March 1954, by which time 
she had become completely incapacitated, 
could neither feed herself nor provide for 
her daily needs in the home, and was at- 
tended by a practical nurse. Bilateral tremor 
and general debilitation were marked. Gait 
was slow and shuffling and she fell frequent- 





ly. Disability, tremor, and rigidity were more 
pronounced on the left side. 

Craniotomy with obliteration of the right 
anterior choroidal artery was performed in 
April 1954. From the time the patient re- 
covered from anesthesia, tremor and rigidity 
in the left extremities were absent. For the 
first two weeks, there was intermittent men- 
tal confusion, hallucinations, and forgetful- 
ness, but after this period, her course was 
uneventful, and she was discharged three 
weeks after surgery. 

Repeated recheck examinations for one 
full year’after operation showed the patient 
to be completely free of tremor and rigidity 
of the left extremities. She gained 30 pounds 
and was able to do her housework and cook- 
ing, use the typewriter, and play the piano. 
Her gait was remarkably improved. In view 
of the complete relief of tremor and rigidity 
on the left side, it was felt that operation for 
the right extremities was justified. 

The patient entered St. Barnabas Hospital 
on January 7, 1955, and a left chemopalli- 
dectomy was performed on January 13, re- 
sulting in pronounced alleviation of tremor 
and rigidity of the right extremities. Approx- 
imately 20 per cent of the tremor remained 
for the first three months following opera- 
tion, then disappeared, as we have noted in 
many other cases. At present, there is no 
tremor in either right or left extremities. 

This patient, who has been relieved of 
tremor and rigidity of the left extremities 
for more than three and one-half years and 
of the right extremities for more than two 
and one-half years, demonstrates again bi- 
lateral relief of tremor and rigidity without 
infliction of neurologic deficit. She was near- 
ly helpless four years ago, and would cer- 
tainly have been bedridden, cachectic, and 
100 per cent incapacitated by this time if 
surgery had not been performed. However, 
as a result of bilateral basal ganglia surgery, 
she is ambulatory, runs her home, does her 
shopping and cooking, drives a car, swims 
weekly at the Y.W.C.A., and has accom- 
panied her husband on several long trips 
since the first operation was performed. She 
stood recently in a receiving line that greet- 
ed more than 1,000 persons at a social func- 
tion. Her rehabilitation has been virtually 
complete. 


Comment: These two histories demon- 
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strate that it is possible to relieve tremor 
and rigidity of parkinsonism bilaterally 
by basal ganglia surgery without inflic- 
tion of a single motor, sensory, reflex, 
intellectual, or psychologic deficit. How- 
ever, not all patients can be operated 
bilaterally. From our experience, we feel 
that only those who have tolerated the 
first operation extremely well and have 
gotten an excellent result should be con- 
sidered as candidates for the second pro- 
cedure. We believe that it is advisable 
to wait from six to twelve months before 
undertaking operation for the second 
side, as this enables one to gauge the 
lasting effects of the first operation as 
well as allowing the patient to recover 
completely from the initial surgery. 

Although both of these patients were 
treated by anterior choroidal artery oc- 
clusion on one side and chemopallidec- 
tomy on the other, it is now our practice 
to perform chemopallidectomy or chemo- 
pallido-thalamectomy bilaterally in two 
separate stages. Despite the fact that we 
have performed more than 600 basal 
ganglia operations for parkinsonism, our 
series of patients treated bilaterally is 
still small. It is obvious that only the 
better surgical candidates can be treated 
bilaterally. In the older-age group, it is 
probably best to limit operation to one 
side even though a patient may be bi- 
laterally involved. In relatively younger 
patients who do not suffer from vegeta- 
tive autonomic symptoms, who show no 
mental deterioration, and whose speech 
and swallowing mechanisms are unim- 
paired, bilateral basal ganglia surgery 
may be performed with complete relief 
of bilateral tremor and rigidity, as shown 
in these cases. 

Present Status of Surgical 

Therapy for Parkinsonism 
From this summary of our experience 
with 600 basal ganglia operations for 
parkinsonism, we can proceed to the dis- 
cussion of the present status of surgical 
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therapy of parkinsonism. Among the 
questions that should be considered are 
the following, each of which is discussed 
under its respective heading. 


WHAT CAN BE ACCOMPLISHED BY BASAL 
GANGLIA SURGERY IN PARKINSONISM? 


From the follow-up studies of cases of 
anterior choroidal artery occlusion and 
the later cases of chemopallidectomy and 
thalamectomy, it may be concluded that 
basal ganglia surgery performed accu- 
rately in properly selected cases is ca- 
pable of relieving completely alternating 
tremor, incapacitating rigidity, brady- 
kinesia, postural deformities of the ex- 
tremities, as well as some of the symp- 
toms secondary to rigidity, such as 
masked facies, lack of automatic move- 
ments, and pain. If the surgeon is accu- 
rate in placement of the lesion and is 
persistent in producing a lesion or lesions 
large enough to relieve the symptoms in 
a particular patient, lasting and com- 
plete relief of symptoms can be achieved 
in more than 80 per cent of patients. In 
addition to meticulous reproduction of 
the technic as it has been developed and 
described, one must select patients only 
after complete work-up examination and 
painstaking evaluation. 


WHAT ARE THE INDICATIONS AND CONTRA- 
INDICATIONS FOR SURGICAL INTERVENTION? 
In the early stages of this investigation, 
particularly during the study of anterior 
choroidal artery occlusion, we insisted 
that operation should be confined to 
those patients who were totally incapa- 
citated and who seemed to have reached 
the point of no return as far as their 
incapacitating disease was concerned. 
However, as technics became more cer- 
tain and the risk became minimal, it 
became possible and desirable to operate 
on patients in an earlier stage of the 
disease. 

We believe that, once a surgeon has 
mastered these technics and can produce 





good results in 80 per cent of cases with 
a mortality rate of 3 per cent or less, it 
is desirable to operate on patients with 
parkinsonism before they have become 
incapacitated. If one operates in this 
earlier stage of the disease, one can more 
easily restore the patient to a relative 
state of normalcy, as exemplified in our 
case histories. If, on the other hand, one 
operates after the patient has become 
incapacitated and bedridden, one may 
restore him to functional capacity, but 
many of the stigmata of parkinsonism 
remain. The patient does not become a 
relatively normal person even though 
he is once again capable of performing 
the activities of daily living. 

We recommend that male patients be- 
come candidates for surgery when they 
have reached the point at which their 
gainful employment is threatened by the 
signs and symptoms of parkinsonism. 
In the case of a female patient, we believe 
that, when she becomes unable to care 
for her children, or to perform her duties 
as a housekeeper, or to carry out her 
duties if she is employed, surgical inter- 
vention should be considered. In both 
instances, it is assumed that medical ther- 
apy has received prolonged and adequate 
trial under capable medical direction. 

The ideal candidate for surgical in- 
tervention is one who has unilateral 
tremor and rigidity. In such cases, per- 
sistent surgical efforts should be capable 
of producing excellent results in 9 out 
of 10 cases. Bilateral parkinsonism can 
be treated by performing basal ganglia 
surgery first on one side and later on 
the second side of the brain. It is our 
practice to wait at least six full months 
after the first side has been successfully 
treated to allow the patient to recuperate 
fully from any possible late effects of sur- 
gery; to permit adequate assessment of 
the results from the initial operation; 
and to allow the patient to estimate the 
benefit he has received from the first pro- 
cedure. In some instances, particularly 


in elderly patients, it is deemed advisable 
to operate only on one side even though 
the patient may have bilateral symp- 
tomatology. 

In evaluating a patient as a possible 
surgical candidate one must weigh the 
risk of the operation against its possible 
benefits. For the average patient, one 
must consider that our series carried a 
3 per cent mortality risk and a 2 per 
cent risk of hemiplegia. As judged from 
the last 100 consecutive patients, there 
is at least an 80 per cent chance of 
marked benefit—that is, relief of contra- 
lateral tremor and rigidity. One must 
also weigh the risk of not operating 
against that of continuing conservative 
therapy, which usually means continued 
progression of tremor, rigidity, and in- 
capacitation. Only by weighing all of 
these factors as well as the patient’s total 
situation in his home, employment, and 
social activity can one arrive at a de- 
cision as to whether surgery should be 
undertaken. 

Contraindications to surgery are: 

@ organic mental deterioration. 
@ psychosis. 

pseudobulbar palsy with inability to 

swallow or speak. 

excessive vegetative symptoms, such 

as hyperpyrexia, hypersalivation, and 

flushing of the skin. 


physiologic old age wtih marked evi- 
dence of arteriosclerosis in a patient 


who appears much older than his 
stated age. 

ordinary medical contraindications, 
such as cardiac or renal failure or ex- 


treme hypertension. 


WHAT IS THE LONG-RANGE 
PROGNOSIS FOLLOWING SURGERY? 


In our own series, we have now demon- 
strated successful cases with complete 
relief of tremor and rigidity and with 
no recurrence during a five-year follow- 
up period. Our over-all experience leads 
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FIG. 1. A semi-diagrammatic representation of the 
lation to the ventricular system. 


us to conclude that, if complete relief 
of tremor and rigidity is achieved by 
surgical intervention, without infliction 
of neurologic deficit, and, if this allevia- 
tion persists for two full months follow- 
ing operation, it is likely that such 
relief will be lasting. In an independent 
survey of our cases, Dr. Robert S. Schwab 
has come the conclusion. He 
further states “cases that seemed to be 
ideal or good candidates to the neuro- 
surgeon universally did well following 
chemopallidectomy.” 


to same 


WHAT IS THE SURGICAL 
PROCEDURE OF CHOICE? 


In the development of the operation of 
anterior choroidal artery occlusion more 


than five years ago, it was stated as an 
investigative hypothesis that this vessel 
irrigated not only an anatomic unit but 
also a physiologic extrapyramidal unit, 
consisting of anatomic structures such as 
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position of the globus pallidus lesion (GP) in re- 


the globus pallidus and _ ventrolateral 
nucleus of the thalamus that were not 
necessarily in juxtaposition within the 
brain. It is our present conclusion that 
this hypothesis was correct and that one 
must consider the destruction of physi- 
ologic units in extrapyramidal surgery 
rather than anatomic units within a 
strict anatomic boundary. Moreover, we 
may now conclude that a pallido-thala- 
mic complex, consisting of the globus 
pallidus, ansa lenticularis, fasciculus len- 
ticularis, and ventrolateral nucleus of the 
thalamus, is the general target area at 
which surgical procedures must aim in 
order to successfully relieve tremor and 
rigidity. 

Having demonstrated that the mesial 
globus pallidus and the ventrolateral 
nucleus of the thalamus are the principal 
surgical targets for relief of extrapyrami- 
dal hyperkinesis, one must produce the 
lesion or lesions in a particular patient 





nit 


FIG. 1. A semi-diagrammatic representation of the position of the thalamic lesion (T) in relation to 


the ventricular system. 


which will relieve that patient’s symp- 
tomatology. In our experience, a suffi- 
ciently-sized lesion of the globus pallidus 
will almost invariably relieve contra- 
lateral rigidity, will relieve tremor to 
some degree in 60 per cent of cases, and 
will relieve it completely in about 40 
per cent. A large lesion placed in the 
ventrolateral nucleus of the thalamus 
will relieve tremor in somewhat more 
than 80 per cent of cases and rigidity 
in about 70 per cent. In those cases in 
which a lesion of the mesial globus pal- 
lidus is combined with a lesion of the 
ventrolateral nucleus of the thalamus, 
both tremor and rigidity of the contra- 
lateral extremities can be relieved in 
more than 90 per cent of cases. 

In order to place these lesions accurate- 
ly, one must have physiologic as well as 
anatomic corroboration of correct local- 
ization. We have worked out a simple 
but accurate set of roentgeno-anatomic 


landmarks, as pictured in figures I and 
II, which enable us to localize our can- 
nula deep in the brain in a matter of 
minutes during the surgical procedure 
and to corroborate this localization 
roentgenographically. It is also necessary 
to determine whether a particular lesion 
will relieve the symptoms in the patient 
being operated upon. This was originally 
done in our series by injection of pro- 
caine into the brain to determine, with 
the patient awake, whether procainiza- 
tion of the area produced alleviation of 
contralateral symptomatology. In _ the 
last 200 cases, we have substituted 
inflation of a small balloon at the end 
of our cannula for the procaine injec- 
tion. Inflation of this small balloon gives 
us not only a physiologic test of a re- 
versible lesion in the globus pallidus or 
the thalamus but also produces a small 
cavity in that region into which alcohol 
can subsequently be injected, thereby en- 
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FIG. m1. The final globus pallidus lesion produced by injection of absolute alcohol and Pantopaque. 
The lesion is seen in both anteroposterior and lateral views. 





FIG. Iv. The final thalamic lesion produced by injection of absolute alcohol and Pantopaque. The 
lesion is seen in both anteroposterior and lateral views. 


abling one to produce a perfectly cir- 
cumscribed but adequately-sized lesion 
by alcohol injection (figures III and IV). 

Thus, this technic provides for a physi- 
ologic test of one or more areas in the 
basal ganglia before infliction of a per- 
manent lesion. This physiologic test in a 
conscious, cooperative patient is of the 
utmost importance in producing con- 
sistently good results in a large series of 
parkinsonian patients. 

One must then produce a large perma- 
nent lesion. In our experience, as well 
as in the experience of others, unipolar 
electrocoagulation will not produce a 
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lesion large enough to completely alle- 
viate contralateral tremor and rigidity. 
Most of those who employ electrocoagu- 
lation lesions have stated that tremor is 
incompletely relieved by this technic. 
There has been some experimentation 
with implantation of radioactive seeds 
in the region of the globus pallidus, but 
results have not been promising enough 
to recommend this procedure clinically. 

The production of deep lesions by 
ultrasonics is now being investigated, but 
certain drawbacks present themselves. 
First of all, a large bone flap must be 
turned for ultrasound will not penetrate 








le 











bone. Physiologic testing in the human 
being would be difficult with this tech- 
nic. Placement of two or more lesions 
in the same patient will require relatively 
large operations by virtue of the large 
boneflap required. Experimentation with 
this technic over the next several years 
will be necessary to determine its useful- 
ness for treatment of parkinsonism. 
The cannula-balloon-alcohol _panto- 
paque technic of chemopallidectomy 
or’ thalamectomy has these advantages: 


@ It produces an accurately localized 
lesion by a relatively simple technic 
of cannula placement. 


@ It provides a physiologic test by bal- 
loon inflation in the globus pallidus 
or thalamus in the conscious, coopera- 
tive patient, so that the result can be 
predicted before infliction of a _per- 
manent lesion. 

e@ The indwelling brain-cannula_tech- 
nic allows the surgeon to tailor the 
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size of the lesion to the needs of a 


particular patient. By persistence one 

can produce the lesion or lesions nec- 

essary to relieve tremor and rigidity 
in each patient. 

@ It has been developed, tested, docu- 
mented, and evaluated in a consecu- 
tive series of 600 cases over a period 
of five years. 

@ It is capable of completely relieving 
tremor, rigidity, incapacitation, and 
deformity, and such relief is lasting. 
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in the elderly patient 


Mortality rate, complications, and functional recovery 


C. A. LAUBACH, JR., M.D. 


DANVILLE, PENNSYLVANIA 


@ The mortality rate for acute myo- 
cardial infarction in elderly patients has 
been variably reported as higher than 
in the younger age group!” and as 
having no correlation with respect to 
age.® 

The purpose of this study was to re- 
view our experiences with acute myo- 
cardial infarction in the geriatric patient 
with respect to mortality rate, pre-exist- 
ing conditions or complications influ- 
encing it, and the patient’s functional 
recovery. All of our patients were from 
a general hospital serving a rural area. 

Material for Study 
Seventy-three patients with acute myo- 
cardial infarction, ranging in age from 
70 to 89 years, were admitted to Geisinger 
Memorial Hospital, Danville, Pennsyl- 
vania, during the last five years. All of 
these patients were hospitalized within 
several hours after onset of their illness. 
The diagnosis was supported by charac- 
teristic electrocardiographic changes. In 
15 of the 35 patients who died, post- 
mortem examination substantiated the 
diagnosis with pathologic data. The 38 
survivors were followed for at least three 
months, and 10 of these were followed 
for three years. 


CHARLES A. LAUBACH, JR., is associate physician in 
the Department of Medicine, and head of the 
Cardiovascular Section, Geisinger Memorial Hos- 
pital and Clinic, Danville, Pennsylvania. 
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Acute myocardial infarction 





In a group of elderly patients with 
acute myocardial infarction, there 
was a greater mortality rate during 
the first twenty-four hours after on- 
set. The higher mortality in women 
was related to poor general health 
and previous heart disease. The com- 
plications and their management 
were the same as in younger patients. 
One-half of these patients made good 
functional recovery; survival paral- 
leled functional recovery. 


Results 


Forty-eight per cent, or 35, of these pa- 
tients died. All the deaths occurred with- 
in one month of the acute infarction, 
and 15 were in the first twenty-four 
hours. If the initial twenty-four hour 
period was excluded, the mortality rate 
would be reduced to 22 per cent. 

No particular age group, arbitrarily 
divided at intervals of five years, had an 
unusually high mortality rate. 

The women had a higher mortality 
rate than the men. Although only one- 
third, or 24, of the patients were women, 
60 per cent died as compared to 40 per 
cent of the men. 


GENERAL HEALTH 


Poor general health prior to the acute 
myocardial infarction had an unfavor- 
able influence on the prognosis. Only 











one-fifth, or 2 of 10 patients who had 
previously had poor general health, sur- 
vived. By contrast, two-thirds (15 of 23) 
who had previously enjoyed good health 
and one-half (21 of 40) of those patients 
who had been classified as having had 
fair general health survived. 

Malignancy or pre-existing cardiac dis- 
ability resulting from congestive heart 
failure or angina pectoris were the con- 
ditions more frequently undermining the 
patient’s general health. 

SHOCK 

Shock occurred in 19 of the patients 
(26 per cent) and carried a poor progno- 
sis for 11 of them. Four of these 11 pa- 
tients died within the first twenty-four 
hours because of severe shock which 
failed to respond to the intravenous ad- 
ministration of norepinephrine. 

Although the other 7 patients with a 
poor prognosis recovered from shock, 
other complications developed, and they 
did not survive the first week of their 
illness. The terminal event was ventricu- 
lar tachycardia in 3 patients, congestive 
heart failure in 2, and complete heart 
block in 1. The immediate cause of death 
in the seventh patient was not deter- 
mined; he died suddenly on the third 
day. 

A previous history of heart disease or 
hypertension was present in 15 of the 
19 patients in whom shock occurred. Of 
these, 3 had previous myocardial infarc- 
tions, 3 had a history of angina pectoris, 
4 had been recently treated for congestive 
heart failure, and 5 had hypertension. 


LEFT VENTRICULAR FAILURE 


This complication, which developed in 
27 per cent (20) of the patients, occurred 
during the first week and usually by the 
third day. 


Left ventricular failure was an un- 


favorable sign with respect to recovery. 
Two-thirds of the patients (13) with this 
complication died, and one-half of these 





deaths were directly attributable to left 





ventricular failure. 

A recent history of congestive heart 
failure or the persistence of arterial hy- 
pertension was considered a predisposing 
factor in 9 of these patients. Of these, 
3 had been treated for congestive heart 
failure, and 6 had hypertension. 


ARRHYTHMIAS 


Arrhythmias complicated the illness of 
one-third (22) of these elderly patients. 

Premature beats were noted as the 
most frequent irregularity of rhythm. 
Three patients had atrial premature 
beats, and 5 had premature beats of 
ventricular origin. ‘The premature beats 
developed within the first forty-eight 
hours after the acute myocardial infarc- 
tion. In 1 patient the atrial premature 
beats were frequent, occurring about 
every fourth to sixth beat, and associated 
with a sinus bradycardia. The heart rate 
was increased, and the premature beats 
disappeared with administration of atro- 
pine subcutaneously. Frequent ventricu 
lar premature beats occurred in 3 of the 
patients with this particular arrhythmia 
and were controlled by the oral adminis- 
tration of quinidine. 

Atrial fibrillation was one of the more 
common arrhythmias in this group of 
patients. It was transiently seen in 6 pa- 
tients and developed anywhere from the 
first to the twelfth day. The ventricular 
rate increased decidedly above an opti- 
mal rate of 70 to 80 beats per minute in 
4 of these patients, and they were gradu- 
ally digitalized over a period of several 
days-to gain more optimal control of the 
ventricular rate. 

The less frequently noted arrhythmias, 
but more serious with respect to prog- 
nosis, were ventricular tachycardia and 
complete heart block. Ventricular tachy- 
cardia, which developed in 4 patients, 
appeared from the second to the eight- 
eenth day; 3 cases began in the first four 
days. Frequent ventricular beats were 
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noted in one of the patients prior to 
onset of this tachycardia. Two of the 4 
patients died, one directly as a result of 
this complication. The second patient 
died suddenly of undetermined imme- 
diate cause twenty-four hours after the 
arrhythmia had been converted to sinus 
mechanism. Quinidine was administered 
orally to all 4 patients. In the 3 patients 
in whom conversion to sinus mechanism 
was achieved, the total dosage ranged 
from 1.8 to 3 gm., given over a period of 
two to ten hours. The one death oc- 
curred approximately one hour after the 
arrhythmia had been diagnosed and 
about forty-five minutes after the initial 
dose of quinidine. Since there was no 
evidence of heart failure or shock at the 
time treatment was begun, the oral route 
for treatment was elected. 

Complete heart block developed in 4 
patients, 3 of whom died. This complica- 
tion appeared within the first week. All 
the patients who died had Adams-Stokes 
attacks. Intravenous administration of 
aqueous epinephrine solution by con- 
stant drip was of temporary benefit. One 
patient became free of the Adams-Stokes 
attacks; however, the heart block per- 
sisted, and he died one week later. 

The other two patients showed no con- 
spicuous improvement on epinephrine, 
and molar lactate was given intravenous- 
ly, with improvement in ventricular rate. 
One of the two died within one-half 
hour after the lactate infusion had been 
discontinued. The electrocardiogram was 
still recording and showed the mecha- 
nism to be a short paroxysm of ventricu- 
lar tachycardia terminating with a brief 
period of ventricular fibrillation. The 
second patient was free of Adams-Stokes 
attacks for two days and then died sud- 
denly, presumably by this mechanism. 


THROMBOEMBOLISM 

There was one thromboembolic acci- 
dent. A fatal pulmonary embolism oc- 
curred on the eleventh day. 
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The entire group of 73 patients re- 
ceived anticoagulant therapy in the form 
of Dicumarol. None had any bleeding 
complication. 

HEART RUPTURE 

Rupture of the left ventricle was demon- 
strated at postmortem examination in 2 
patients. The time of rupture varied 
from the third to the twenty-sixth day. 

The patient who suffered this compli- 
cation early in his illness had a chronic 
cough attributed to chronic bronchitis 
and died shortly after a severe coughing 
paroxysm. The second patient had a pre- 
vious history of hypertension, and the 
blood pressure remained slightly elevated 
after the acute myocardial infarction. 
FUNCTIONAL RECOVERY 
Fifty-three per cent of the patients (20 
of 38) who recovered from the acute 
infarction were considered to have good 
functional recovery three months later. 
One-half of them had no cardiac symp- 
toms. The remainder of this group ex- 
perienced only mild angina on moderate 
effort. 

Seventeen patients had to follow mod- 
erate restriction in activity because of 
angina and myocardial insufficiency. One 
patient was considerably disabled by con- 
gestive heart failure three months after 
his acute illness. 

Nearly all the patients in the group 
with good functional recovery (18 of 20) 
have been followed for six months to 
three years since their myocardial infarc- 
tion. The majority (12 of 18) are still 
living; six patients died within three 
years of their myocardial infarction. 
Three of the deaths were due to con- 
gestive heart failure; one because of re- 
current myocardial infarction. The re- 
maining two patients died of conditions 
unrelated to their coronary disease. 

The survivors (12) from the group with 
good functional recovery include 5 pa- 
tients who had no symptoms and have 














remained well for three years after their 
myocardial infarction. There were 4 pa- 
tients who had only minimal cardiac 
symptoms and they have shown no de- 
terioration in exercise capacity for six 
months to two years after their infarc- 
tion. ‘Three other surviving patients from 
this group developed congestive heart 
failure within three years’ time. 

The 4 other patients in the good re- 
covery group have remained well or have 
had no deterioration in their mild an- 
ginal syndrome or myocardial insufh- 
ciency for six months to two years since 
their myocardial infarction. 

Of the 13 patients who experienced 
poor functional recovery, 10 have died 
in less than three years since their myo- 
cardial infarction. Cardiac disease was 
responsible for 7 of their deaths, con- 
gestive heart failure being fatal in 4 
cases and recurrent myocardial infarction 
in 3. 


Discussion 


The mortality rate for acute myocardial 
infarction in this group of elderly pa- 
tients was approximately twice that of 
a younger group of patients seen in the 
same hospital. If the deaths in the first 
twenty-four hours were excluded in both 
the older as well as the younger group 
of patients, there would be no appreci- 
able difference in the mortality rate for 
either group during the remaining course 
of the acute illness. 

The female patients in this study suf- 
fered a higher mortality rate. A similar 
result was noted in a study by Cole and 
associates on long-term prognosis follow- 
ing myocardial infarction. Aside from 
the sex factor, poor general health and 
a previous history of heart disease were 
common denominators to these patients. 

Poor general health weighted the pa- 
tient’s course as to survival. 

The presence of hypertension or pre- 
vious heart disease was associated with 
the development of complications during 








the acute illness. Shock was more fre- 
quently noted in those patients who had 
a previous history of myocardial infarc- 
tion or myocardial insufficiency or who 
were hypertensive. Also, left ventricular 
failure and congestive heart failure were 
more likely to complicate the course of 
the acute illness in those patients having 
persistent elevation of blood pressure or 
a previous history of congestive heart 
failure. 

There was a poor prognosis in those 
patients who had ventricular tachycardia 
or complete heart block. Frequent ven- 
tricular premature beats served as a 
warning to possible development of ven- 
tricular tachycardia. 

There was a low incidence of thrombo- 
embolic accidents in this group as com- 
pared to its reported risk in the elderly 
patient. Despite the opinion that anti- 
coagulant therapy may not be necessary 
in those patients who have a mild course 
of their illness,* our experience in this 
age group has influenced us to use anti- 
coagulants routinely in the elderly pa- 
tient if there are no specific contraindi- 
cations. 

Physical activity and sustained hyper- 
tension following the acute myocardial 
infarction have been recognized as fac- 
tors in cardiac rupture.*® The former 
was emphasized in the patient who had 
a chronic cough and died shortly after 
a severe coughing paroxysm. The second 
patient with a rupture of the left ven- 
tricle had mild, sustained hypertension. 
The control of sudden physical stress, 
such as coughing and straining with a 
boweF movement or on voiding, is a 
worthwhile preventive measure for this 
complication. Certainly the cautious low- 
ering of the blood pressure with anti- 
tensive drugs in sustained hypertension 
may serve to prevent cardiac rupture. 


The management of such complica- 
tions as shock, heart failure, or arrhyth- 
mias was no different in this age group 
than in the younger patients. In addition 
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to sedation and oxygen, the use of a 
pressor drug, such as norepinephrine in- 
travenously, was of value in treating 
shock. Failures occurred where _peri- 
pheral vascular collapse was of severe 
degree and when treatment had not been 
instituted early after its onset. 

In heart failure, digitalization should 
be sufficiently rapid to meet the acute- 
ness of the complication, but the dosage 
should be controlled so that there is no 
chance for overdosage and the develop- 
ment of ventricular arrhythmias. The 
prompt administration of quinidine or, 
if nausea is present or ventricular ectopic 
beats occur, the use of procaine amide 
intramuscularly may forestall a major 
ventricular arrhythmia. 

An infusion of aqueous epinephrine 
or molar lactate temporarily controlled 
Adams-Stokes attacks by improving the 
ventricular rate in complete heart block. 
However, despite the improvement, the 
prognosis was poor when this complica- 
tion developed. 

Approximately one-half of the patients 
who recovered from the acute myocardial 
infarction gained good functional re- 
covery within three months of their acute 





illness. Survival at the end of three years 
paralleled functional recovery. Of the 
patients who had experienced little or 
no incapacity, 70 per cent were living at 
the end of this period, while only 35 per 
cent of the poor functional recovery 
group were alive. The immediate cause 
of death in the majority of nonsurvivors 
was either congestive heart failure or re- 
current myocardial infarction. 
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BILATERAL ADRENAL DENERVATION is a highly effective and simple, but 
definitely physiologic, approach to the neurogenic type of hyperten- 
sion, consisting of severance of all of the 20 or more nerves supplying 


each adrenal. Prevention of nerve regrowth is accomplished by sur- 


rounding the nerve with a fibrous tissue, cocoon-like barrier of oxidized 


cellulose (Oxycel cotton). 


The relatively benign surgical procedure has few side effects. In a 
series of 25 denervated patients followed over a period up to six 
years, 21 had a significantly improved blood pressure. In 12 patients, 
blood pressure remained normal without drugs, and in 2 it remained 
nearly normal. Eyegrounds never grew worse, and, in most patients, 
the retinoscopic picture was better. Only 2 of the 25 suffered adrenal 
insufficiency—an incidence of 8 per cent. Oral cortisone controlled the 


insufficiency. 


s. A. EGER: Adrenal denervation for hypertension. J. 
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A comparative study of four tranquilizing 


agents, phenobarbital, and inert placebo 
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and VERNON KINROSS-WRIGHT, M.D. 
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@ Recent neuropharmacologic research 
has yielded several new compounds for 
treatment of psychoneurotic illnesses, 
notably, those characterized by pro- 
nounced anxiety and tension. These 
agents have produced central nervous 
system ‘“‘sedation” with less somnolence 
than is seen with older sedatives such 
as phenobarbital, and a great impetus 
has been given to research on new com- 
pounds in this category. 

This study presents a clinical com- 
parison of meprobamate (Miltown, 
Equanil), benactyzine (Suavitil), phe- 
naglycodol (Ultran), a benactyzine-re- 
lated compound (CT-840), phenobarbi- 
tal, and an inert placebo. The chemical 
structures of meprobamate, benactyzine, 
and phenaglycodol are shown in figure I. 


Materials and Methods 


Twenty patients from the outpatient 
psychiatric clinics at the Jefferson Davis 
and Southern Pacific hospitals in Hous- 
ton and 43 private patients are included 
in this study. The presenting complaints 
were nervousness, tension, anxiety, in- 
somnia, and various somatic disorders in- 
dicative of psychoneuroses. A group of 
40 similar patients, including 20 clinic 
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In this study of four new tranquil- 
ing agents, one-half of the patients 
treated for anxiety and tension states 
responded as well to phenobarbital 
as they did to the neurotranquilizing 
agents. While new and serious unto- 
ward reactions are not likely to be 
seen with phenobarbital, unfavorable 
side reactions to the currently avail- 
able tranquilizing agents are being 
reported with increasing frequency. 


and 20 private patients who had been 
treated previously with an inert placebo, 
was used for comparison. 

All patients had a thorough physical 
examination and indicated laboratory 
studies. Interviews with the patients were 
conducted objectively with minimal re- 
assurance and suggestion from the physi- 
cian. During a preliminary control pe- 
riod, the patients were told that their 
illnesses were not caused by organic dis- 
ease, that they were experiencing symp- 
toms which were referable to the nervous 
system, and that such illnesses were com- 
mon. Patients were not assured that they 
might expect relief of symptoms or any 
noticeable improvement from the drugs. 

All 63 patients were given one or 
more experimental drugs, and 51 also 
received phenobarbital. The group was 
comprised of 42 women and 21 men; 45 
were white, and 18 were Negro. The 
age range in this group was 21 to 77 
years with slightly over two-thirds of the 
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FIG. 1. Chemical three 


“tranquilizing agents” 


structures of 


general use. There is a wide variation in chemi- 
cal structure. 


patients between the ages of 30 and 50. 

Psychiatric diagnoses indicated that 35 
had anxiety reactions, 3 had _psycho- 
physiologic reactions alone, 2 represent- 
ed adult situational reactions, and the 
remaining 23 had mixed psychoneuroses 
with concomitant depressive symptoms, 
psychophysiologic reactions, inadequate 
personalities, conversion reactions, or 
premenstrual syndrome. Psychotic pa- 
tients were not included in this study, 
and none of the patients was hospital- 
ized. 

Distribution of the patients and rela- 
tive severity of psychiatric illness were 
comparable for the various groups treat- 
ed with the different experimental drugs; 
however, a larger number of patients 
received meprobamate (table 1). Approx- 
imately three-fourths of the patients had 
moderately severe to severe illness; the 
symptoms of the remaining 25 per cent 
were mild to moderate. About one-third 
had psychoneurotic illness superimposed 
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so-called 
which are available for 


on organic disease. However, in all but 
one case,* organic illness was of long 
duration, and any symptoms resulting 
from organic pathology were excluded in 
evaluating the drug response. It is recog- 
nized that longstanding chronic illness 
acts frequently as a basis for anxiety and 
depressive symptoms, and this in turn 
may require administration of a seda- 
tive. However, this variable was felt to 
be well stabilized since the patients were 
under medical supervision for their par- 
ticular disease and had experienced max- 
imum response to medical therapy. 

Regardless of diagnosis or symptoms, 
patients received a course of one of the 
experimental agents or phenobarbital in 
random manner. Some received an ex- 
perimental drug initially, while others 
received the phenobarbital placebo ini- 
tially. The “active” placebo (30 mg. 
phenobarbital in an identical capsule) 
was given four times daily in an attempt 
to standardize the placebo response. 
With an active placebo, patients experi- 
ence some noticeable and _ predictable 
effects, and, even if not particularly bene- 
fited, they are less prone to “search them- 
selves’ for some vague benefit or side 
effect than with an inert placebo. Such 
an approach also furnishes a basis for 
comparison of newer drugs with a known 
sedative such as phenobarbital, whose 
pharmacologic properties are well estab- 
lished. The responses were then com- 
pared with those observed in a group 
of 40 patients with similar illnesses who 
received an inert placebo and who had 
been studied previously. 

The drugs under study, including the 
phenobarbital placebo, were dispensed 
in identical capsules. Duration of ther- 
apy is indicated in table 2. One-fifth of 
the patients received two or more active 
drugs in order to determine the relative 


*This patient presented acute pyelonephritis in 
addition to her neurotic status. Her renal infec- 
tion responded to appropriate therapy, but her 
anxiety tension symptoms were unrelieved. 








TABLE 1 


CLINICAL DIAGNOSIS OF INDIVIDUAL DRUG GROUPS 





Meprobamate 
No. of patients 


Benactyzine CT-840 
No. of patients No. of patients 


Phenaglycodol 
No. of patients 








Primary diagnosis 














patient. There was some unavoidable 
variation in the duration of treatment 
primarily because patients occasionally 
failed to return for follow-up or because 
of side actions. 

Patients were evaluated both subjec- 
tively and objectively, noting general 
appearance and outward signs of illness, 
including functional capacity. Response 
is defined as “excellent’”’ when the pa- 
tient became asymptomatic, rehabili- 
tated, and appeared clinically normal. 
A “good” response indicates that the 
patient had few remaining signs, and 
the symptoms were either of consider- 
ably decreased intensity or frequency. A 
“fair” response indicates that the pa- 
tient showed only slight improvement. 


Results 


The results were analyzed in consecutive 
periods of four weeks each. This per- 
mitted an estimate of development of 
drug tolerance and also provided evi- 








Anxiety reaction 26 1] 11 5 
Anxiety depressive reaction 8 2 5 4 
Mixed psychoneurosis 1 2 2 
Adult situational reaction 1 1 

Total 36 13 19 11 
Secondary diagnosis 
Psychophysiologic 12 3 12 2 
Inadequate personality 4 2 2 3 
Conversion symptoms 7 3 2 = 
Premenstrual tension 3 2 2 1 
Incidental organic diseases 8 5 9 6 
Average age in years 39 42 44 36 
Males 10 2 6 7 
Females 26 1] 13 4 
efficacy of different drugs in the same dence of maintained or decreased re- 


sponse to placebo substitution. 


MEPROBAMATE 

Thirty-six patients received meproba- 
mate. The duration of therapy ranged 
from four to sixteen weeks, with an 
average of eight weeks. The total dose 
ranged from 800 to 2,400 mg. daily, given 
in four divided doses. The average dose 
was 1,200 mg. per day. 

Subjectively, 11 per cent of the pa- 
tients exhibited excellent response to 
meprobamate, 17 per cent a good re- 
sponse, 47 per cent a fair response, and 
25 per cent no response. The total in- 
cidence of subjective response was 75 
per cent. 

Objectively, 6 per cent showed an ex- 
cellent response to meprobamate, 14 per 
cent a good response, 47 per cent a fair 
response, and 33 per cent no response. 
The total incidence of objective response 
was 67 per cent. 

All patients who exhibited either ob- 
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TABLE 2 








CLINICAL RESPONSE TO VARIOUS ATARAXICS, PHENOBARBITAL, AND INERT PLACEBO 
; Subjective Objective 
Duration ; ee ae ee ties AE 
Total Daily dose of therapy Resp. Rate Resp. Rate 
Drug patients (mg.) (weeks) Response No. % No. % 
Excelient 4 1] 2 6 
i Good 6 17 5 14 
Group | : 
meprobamate 36 800 to 2,400 1 to 16 Fair 17 47 V7 : AT 
(Av. 1,200) (Av. 8) | Total 27 75 24 67 
| No resp. 9 25 12 33 
( Excellent 0 0 0 0 
Good 31 1 31 
Group II ite | 
phenaglycodol 13 600 to 1,600 ftolg J Fai 1 31 ; 4 : : 31 
(Av. 1,000) (Av. 6) Total 8 62 8 62 
No resp. 5 38 5 38 
(Excellent 2 1] 2 11 
. ; j 32 5 26 
Group III Good 6 ) ) 
. eas q . , 9 
benactyzine 19 $3 to 8 2tolg J Fan 3 16 t 21 
(Av. 4) (Av. 6) | Total 1] 58 11 58 
No resp. 8 42 8 42 
Excellent 0 0 2 18 
5 36 2 18 
Group IV see 
CT-840 1] 3 to 8 2t01Q 2 Fair 3 27 - 18 
(Av. 4) (Av. 4) Potal 7 64 6 55 
No resp. { 36 5 45 
XX 
Excellent 4 4 0 0 
x 8 j ) Z 
Group V en ¥ 16 6 _ 
phenobarbital 51 120 ftog J Fai 15 29 13 25 
(Av.5) | Total 25 49 19 37 
No resp. 26 51 32 63 
oe 
Excellent 3 8 2 5 
| Good 6 15 3 8 
Inert sis 
placebo 10 2 to 8 tablets 8 to 10 Fair 3 8 3 8 
(Av. 4 tablets) (Av. 6) Total 12 30 8 20 
No resp. 28 70 32 80 





jective or subjective improvement ini- 
tially continued to be benefited by ther- 
apy. However, in one-sixth of the pa- 
tients it was necessary to increase the 
dose in order to maintain the beneficial 
effects that were observed initially with 
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the smaller dose. In 4 of these patients, 
the dose was increased from 800 to 1,600 
mg. per day and in 2 patients up to 
2,400 mg. daily. In nonresponsive pa- 
tients, increased dosage to above 1,600 
mg. did not produce a response. Titra- 











tion of dosage in responsive patients 
did not produce any additional improve- 
ment. 

As a rule, patients who responded to 
phenobarbital also responded to mepro- 
bamate. The exceptions were 3 patients, 
with severe symptoms, who obtained 
only subjective improvement on mepro- 
bamate, although they responded both 
objectively and subjectively to pheno- 
barbital. However, 10 patients respond- 
ed to meprobamate who were nonre- 
sponsive to phenobarbital; 2 of these 10 
failed to display objective improvement 
while receiving meprobamate. There 
was no definite correlation between 
severity of disease and responsiveness to 
either phenobarbital or meprobamate. 
Similarly, there was no significant dif- 
ference between the degree of response 
to meprobamate and phenobarbital in 
patients responding to both drugs. 

Side effects were relatively infrequent, 
but a macular rash developed in 1 pa- 
tient which cleared within several days 
after the drug was discontinued. Central 
side effects were more common. Somno- 
lence occurred in 5 patients, 3 of whom 
also noted an inability to concentrate. 
Two additional patients complained of 
decreased ability to concentrate. Of par- 
ticular significance was the development 
of increased anxiety, agitation, and ex- 
citation in 3 patients. 

PHENAGLYCODOL 

Thirteen patients received phenaglyco- 
dol (2-p-chlorphenyl-3-methyl-2, 3-bu- 
tanediol) in dosage ranging from 600 to 
1,600 mg. daily in 4 divided doses. Dura- 
tion of therapy, which averaged six 
weeks, ranged from four to twelve weeks. 


Both subjective and objective response 
to this drug was good in 31 per cent 
of these patients, fair in 31 per cent, 
and there was no response in 38 per cent. 
The total incidence of subjective and 
objective response was 62 per cent in 
each case. 








An initial dose of 800 mg. per day 
was given to 1] patients, and 2 received 
1,600 mg. per day. As with meproba- 
mate, there was little evidence of toler- 
ance. Patients who responded initially 
continued to show about the same de- 
gree of response throughout the period 
of the study, but it was necessary to in- 
crease the dose from 800 to 1,600 mg. 
per day in these patients after a period 
of four weeks in order to maintain the 
initial beneficial effects obtained with 
the smaller dose. As with meprobamate, 
increasing the dose of phenaglycodol 
initially above 1,000 to 1,200 mg. per 
day in nonresponsive patients produced 
no improvement; neither did this in- 
crease the degree of initial improvement 
in responsive patients. 

With one exception, patients respon- 
sive to phenobarbital in this group were 
uniformly responsive to phenaglycodol, 
but 2 patients who were nonresponsive 
to phenobarbital responded well to phe- 
naglycodol. There was no apparent cor- 
relation between severity of disease and 
responsiveness to phenobarbital or phe- 
naglycodol. Also, there was no significant 
difference between the degree of response 
to phenaglycodol or phenobarbital in 
patients responding to both drugs. 

Patients who presented evidence of 
depression prior to therapy occasionally 
exhibited signs of increased depression 
and agitation following administration 
of phenaglycodol, as illustrated in the 
following case report. 

Case 1. B. V., a 38-year-old unmarried and 
unemployed colored woman, complained 
chiefly of pain in the left lower quadrant 
of the abdomen for the previous two months. 
She also complained of severe anxiety and 
nervousness, occasional blurred vision, leth- 
argy, and mild inability to concentrate. Her 
condition was diagnosed as a tension-depres- 
sive reaction with a psychophysiologic gas- 
trointestinal reaction. 

She was placed on 200 mg. phenaglycodol 
four times daily and returned one week later 
stating that she had felt mildly sedated but 
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had been able to sleep better at night. She 
remained rather apathetic, continued ner- 
vously to insert her tongue through missing 
teeth, and blew her cheeks out almost con- 
stantly. Since she had made no apparent re- 
sponse to treatment, the dosage of phenagly- 
codol was increased to 1 gm. daily and con- 
tinued for two weeks. During this period 
she was seen twice and exhibited no objective 
improvement either time and stated that her 
symptoms remained unchanged. When she 
returned after a fourth week on 1 gm. per 
day of phenaglycodol, it was noted that her 
hostility had become rather pronounced, and 
her anxiety had increased noticeably. She 
said that she had felt rather “poor” the 
previous week and displayed objective evi- 
dence of agitated depression. Therefore, ther- 
apy was discontinued. 

BENACTYZINE 

Nineteen patients received benactyzine. 
Duration of therapy ranged from two 
to twelve weeks, with an average of six 
weeks. The total daily dose, which was 
given in 3 or 4 divided doses, ranged 
from 3 to 8 mg. per day. 

Of these patients, 11 per cent exhibit- 
ed an excellent subjective response, 32 
per cent a good response, 16 per cent a 
fair response, and 42 per cent were non- 
responsive. The total incidence of sub- 
jective response to benactyzine was 58 
per cent. 

Objective response was excellent in 11 
per cent of the patients, good in 26 per 
cent, fair in 21 per cent, and 42 per cent 
were nonresponsive. The total incidence 
of objective response to benactyzine was 
58 per cent. 

Of the 11 patients who obtained an 
initial beneficial effect, one failed to 
maintain the improvement after four 
weeks despite an increase in dose from 
4 mg. of benactyzine to 6 mg. per day. 
However, after further increase in dos- 
*One patient taking benactyzine did not receive 
phenobarbital. Her condition was diagnosed as 
an adult situational reaction, as she had recently 
separated from her husband. She responded to 


treatment mildly and shortly thereafter rejoined 
her spouse and failed to return! 
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age to 8 mg. per day, he regained his 
former improvement. This was the sole 
occurrence of increased dose requirement 
with prolonged therapy. Nonresponsive 
patients did not appear to improve with 
increased dosage. 

Patients responsive to phenobarbital* 
were not as consistently responsive to 
benactyzine as was the case with mepro- 
bamate and phenaglycodol. For example, 
approximately 60 per cent of the patients 
responded to both drugs; however, 4 
patients responsive to phenobarbital sub- 
jectively failed to respond to benacty- 
zine. In contrast, 5 patients who were 
previously or subsequently nonrespon- 
sive to phenobarbital improved on benac- 
tyzine. It seems that benactyzine pro- 
duced a slightly greater over-all degree 
of response than phenobarbital. The 
divergence of responsiveness of patients 
receiving benactyzine and phenobarbital 
results from differences in pharmaco- 
dynamics of the two drugs, unlike mepro- 
bamate and phenobarbital, which appear 
similar in pharmacodynamics. 

As with meprobamate and phenagly- 
codol, patients with depressive mani- 
festations reacted less favorably to benac- 
tyzine than did those with pure anxiety 
symptoms. After three weeks of therapy, 
one patient suddenly became noticeably 
depressed; this progressed to a degree 
which necessitated admission to the hos- 
pital for electroshock therapy, despite 
the fact that benactyzine had been dis- 
continued. It was not possible to deter- 
mine whether the benactyzine was re- 
sponsible for aggravation of the depres- 
sive symptoms, although the evidence is 
suggestive. 

Excessive sedation developed in 2 pa- 
tients, and they became very somnolent 
while taking benactyzine. An example 
of such a result is noted in the following 
case report. 

Case 2. P. F., a 55-year-old white woman, 
was seen for the first time one year previous- 
ly, when she exhibited anxiety, over-concern 











TABLE 3 


SYMPTOMATIC RESPONSE TO ATARAXIC AGENTS 






































Meprobamate Phenaglycodol 
Improved i Improved 

Symptom Patients No. %, Patients No. % 
Anxiety-tension 36 24 67 13 8 62 
Asthenia 33 Wf 52 9 5 56 
Insomnia 26 15 5 8 6 75 
Headaches 26 18 69 9 3 33 
Anorexia 12 10 83 ft 3 43 
Vertigo ps 16 73 1] 8 73 
Gastrointestinal complaints 12 8 67 15 11 73 
Palpitation 24 11 46 5 3 60 
Inability to concentrate 16 5 31 5 0 0 

Benactyzine CT-840 
Improved Improved 

Symptom Patients o “ote % Patients No. % 
Anxiety-tension 18 10 56 10 a 70 
Asthenia 17 10 59 11 5 45 
Insomnia 14 8 57 5 4 80 
Headaches 12 7 58 8 7 88 
Anorexia 7 3 43 4 3 75 
Vertigo 17 9 53 8 5 63 
Gastrointestinal complaints 17 1] 65 11 1] 100 
Palpitation 4 2 50 = 1 50 
Inability to concentrate 7 3 43 2 1 50 





for her well-being, and multiple system com- 1 mg. with each meal and at bedtime. On 
plaints. She said that she felt tired and let the second day she complained of pro- 
down, became fatigued easily, and frequently nounced somnolence, inability to concen- 
had a pain in the right jower quadrant. This trate, and moderate loss of memory. This 
was associated with irritability and occasional — greatly increased her anxiety and was asso- 
headache. She also had recurrent joint symp- ciated with moderately severe headaches. 
toms and trapezius tenderness. When a placebo was substituted for the 

Complete physical examination revealed benactyzine, the symptoms which occurred 
no organic basis for the complaints. She was simultaneously with benactyzine therapy 
treated with psychotherapy and 30 mg. phe- cleared up completely. 
nobarbital, which resulted in some improve- 
ment. Salicylates were given for her muscular COMPOUND cT-840 
aches and pains. 

On this regimen she did fairly well for 
about four months. However, she continued : ‘ : : ; 
to complain intermittently of fatigue, a 8!VCM ' 11 patients for a period ranging 

I y gue, oP . 
washed-out feeling, and anxiousness. It was from two to twelve weeks. The total daily 
decided that a therapeutic trial of benacty- ose ranged from 3 to 8 mg. given in 
zine might be beneficial. She was started on three or four divided doses. There was 


This benactyzine-related compound (b- 
dimethyl amino ethyl benzilate HCl) was 
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no evidence of tolerance since all pa- 
tients who experienced a beneficial re- 
sponse continued to do so after four 
or more weeks of continuous therapy. 

Subjectively, 36 per cent of the pa- 
tients showed a good response to the 
CT-840, 27 per cent a fair response, and 
36 per cent were nonresponsive. The 
total incidence of subjective response was 
64 per cent. 

Objective response was excellent in 18 
per cent of the patients, good in 18 per 
cent, fair in 18 per cent, and 45 per cent 
were nonresponsive. The total incidence 
of objective response was 55 per cent. 

Patients responsive to phenobarbital 
were, for the most part, responsive to 
CT-840 with the exception of 2 patients 
with severe disease who showed mild 
subjective response to CT-840 but no 
objective response. Three patients who 
were nonresponsive to phenobarbital 
were improved with CT-840; one of these 
with mild disease responded to CT-840 
both subjectively and objectively. How- 
ever, after eight weeks he still had a 
few mild complaints which did not in- 
capacitate him, and thus he was con- 
sidered improved objectively but could 
not be considered asymptomatic. A para- 
doxical response of increased anxiety 
and tension was noted in 3 patients in 
this group. 

The following case report illustrates 
many of the untoward effects which can 
be associated with the use of these drugs. 
Of potentially serious importance is the 
development of abstraction from reality 
as seen in this patient. 

Case 3. A.R., a 35-year-old white woman, 
was a teletype operator who was separated 
from her husband. She presented a long his- 
tory of severe, frequent, bilateral temporal 
headaches, pronounced nervousness, slight 
dizziness, and severe nausea and vomiting two 
or three times weekly. She had been followed 
for several years in the medical clinic, and 
no organic basis for her symptoms was ap- 
parent. Discussion with the patient revealed 
no obvious explanation for the symptoms, 
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since she was self-supporting, had a good 
job, and so on. On her second visit, it was 
ascertained that the chief source of anxiety 
and tension was that her rather large family 
had decided, since she and her husband were 
separated, and since she had no children, 
that she was the most likely person to care 
for her aged parents. She objected strongly 
to this. She appeared slightly depressed at 
this time. The diagnosis was severe anxiety 
reaction with a severe psychophysiologic gas- 
trointestinal reaction. She was given com- 
pound CT-840, 4 mg. daily, and told to 
return in one week. 

On her subsequent visit, she reported that 
her headaches had disappeared, that her 
anxiety and tension had decreased slightly, 
and that she was not dizzy. She noticed severe 
blurring of her vision approximately thirty 
minutes after her dose of medicine which 
persisted for two to three hours, although it 
apparently decreased slightly after one hour. 
With the blurred vision there notice- 
able inability to concentrate for approxi- 
mately one to three hours after taking the 
drug. This was nearly incapacitating, and 
she had become several days behind in her 
work, as it took her three or four hours to 
do work which had previously taken only 
one hour. Approximately two days after 
taking her first dose of medicine, she exper- 
ienced moderately severe itching about the 


was 


face, and, when seen, there was a residual 


morbiliform malar flush with minute 
papules. She had also noticed moderate 
weakness in her extremities. The dose of 


CT-840 was decreased to 3 mg. per day. 
She returned in one week and reported 
that she had experienced a definite decrease 
in anxiety and tension and that for the first 
five days of the previous week on the drug 
she had not vomited. The blurring of her 
vision had decreased greatly, her ability to 
coneentrate had improved, and the feeling 
of weakness in her extremities had become 
less noticeable. One week later she reported 
that she had felt better during the past week 
than in the four previous months. She had 
gone to the country for the week-end and 
had had a very nice time. Her mood was light, 
and she displayed no signs of tension what- 
soever. Vomiting had occurred on only one 
occasion during the past week, blurring of 
vision was slight, her ability to concentrate 











was good, and there was no feeling of weak- 
ness in her extremities. She reported that 
her face had begun itching again, but no 
rash was evident at this time. However, she 
stated that she was not concerned about 
things which she should be concerned about, 
such as her housework, neatness in her work 
at the office, and what she said to people. 
She didn’t “give a ——” about anything. She 
feared that this could be dangerous ‘and 
was worried about the possible consequences 
of taking medicine that made her feel like 
this.” This euphoria and concern about the 
feeling of unreality justified the discontinu- 


ance of CT-840. 


PHENOBARBITAL PLACEBO 


Fifty-one patients received a phenobarbi- 
tal placebo. The duration of therapy 
ranged from four to eight weeks. The 
total daily dose was 120 mg. given in 4 
divided doses. 

Subjective response was excellent in 
4 per cent, good in 16 per cent, fair in 
29 per cent, and unapparent in 51 per 
cent. The total incidence of subjective 
response to phenobarbital was 49 per 
cent. 

‘Twelve per cent of the patients showed 
good objective response to phenobarbi- 
tal, 25 per cent a fair response, and 63 


per cent were nonresponsive. The total 
incidence of objective response to pheno- 
barbital was 37 per cent. 

COMPARABLE RESPONSE 

In the group of patients receiving two 
or more sedatives, it was apparent that 
patients responsive to any one drug were 
also usually responsive to the other 
drugs. The only exception was that the 
patients who responded to benactyzine 
frequently failed to respond to one of 
the other agents. The significance of this 
observation is not known, and the group 
is too small to permit final conclusions. 
SYMPTOMATIC RESPONSE 

The efficacy of the agents in relieving 
neurotic symptoms is presented in table 
3. These drugs conveniently exhibit their 
greatest value in the more common psy- 
choneurotic symptoms such as anxiety, 
fear, tension, insomnia, and headaches. 


Side Effects 
As seen in table 4, side effects were gen- 
erally minimal in number and severity, 
consisting essentially of sedation and in- 
ability to concentrate, which is in keep- 
ing with the pharmacologic properties 


TABLE 4 


COMMON SIDE EFFECTS OF VARIOUS ATARAXICS, PHENOBARBITAL, AND INERT PLACEBO 





Meproba- _‘Phena- Pheno- 
mate glycodol Benactyzine CT-840 barbital Placebo 

No. patients treated 36 13 19 1] 51 40 
Somnolence (marked) 5 4 z 0 1 = 
Asthenia and weakness 1 0 3 5 0 1 
Anorexia 0 0 2 2 2 ] 
Inability to concentrate 5 1 8 4 “ ] 
Agitation-excitation 3 3 0 3 0 0 
Skin rash l 1 2 1 0 1 
Total no. of patients 

experiencing side effects 1] 6 6 6 5 4 
Percentage of patients 

experiencing side effects 51% 46% §2% 55% 10% 10% 
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of the drugs used. As mentioned pre- 
viously, paradoxical excitation and agi- 
tation occurred in 9 patients. Of these, 
3 were on meprobamate, 3 on phenagly- 
codol, and 3 on CT-840. 

One patient reported pruritis about 
the face on 4 mg. CT-840 daily with a 
rash which subsided while she continued 
to take the drug. When seen by the in- 
vestigators there remained only a mild 
malar flush with a few minute papules. 
One patient receiving 4 mg. benactyzine 
daily reported mild periorbital edema 
with pruritis for several days, but this 
could not be confirmed although she 
continued to take the drug. Another 
patient had a prominent measles-like 
rash over the upper thorax and face after 
receiving benactyzine for two weeks. The 
rash cleared within four days after an 
inert placebo of identical appearance 
was substituted for the benactyzine. A 
similar rash developed in another pa- 
tient while receiving meprobamate. 

Five patients who received meproba- 
mate, 800 and 1,600 mg. daily, experi- 
enced mild to moderate somnolence, and 


A CLINICAL RESPONSE TO VARIOUS ATARAKXICS, 











5 patients complained of inability to 
concentrate while receiving 1,600 mg. 
daily. Similarly,-1 patient who received 
800 to 1,600 mg. phenaglycodol daily 
complained of inability to concentrate. 
While taking 4 mg. benactyzine daily, 
4 patients complained of dryness of the 
mouth, 1 complained of constipation, 2 
experienced anorexia, and | became 
weak and fatigued. Four patients on 
CT-840 experienced inability to concen- 
trate, 5 had asthenia, 1 had severe 
blurred vision with dilation of the pu- 
pils, 2 complained of weakness in the 
extremities, and 2 became anorexic. 

Side effects occurred in 31 per cent of 
the patients on meprobamate, 46 per 
cent of those patients on phenaglycodol, 
32 per cent of those on benactyzine, and 
55 per cent of those on the benactyzine- 
related compound, CT-840. As could be 
anticipated, side effects with phenobarbi- 
tal in the low dosage used were rare, 
consisting of several cases of mild seda- 
tion and an occasional anorexic patient. 
Similar side effects were noted with inert 
placebo. 


PHENOBARBITAL, AND INERT PLACEBO 
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FIG. . A. Comparison of various ataraxic agents with phenobarbital and inert placebo, using objec- 
tive criteria for estimating the beneficial effects. B. Side effects as compared to phenobarbital and 
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Clinical Evaluation 
The total incidence of response for the 
drugs studied as compared with pheno- 
barbital and inert placebo appears in 
figure IIA. Their clinical efficacy is also 
compared to the total incidence of side 
effects shown in figure IIB. 

Meprobamate was the most effective 
of the 4 drugs in our study, but the sub- 
jective improvement was better than the 
objective improvement (table 2). Objec- 
tively, the response to all 4 drugs was 
comparable. Subjectively, meprobamate 
was effective in approximately .25 per 
cent more patients than was phenobarbi- 
tal (75 per cent as compared to 49 per 
cent). In contrast, there was a response 
rate of 30 per cent with an inert placebo. 
It is important to note that the dose of 
phenobarbital was fixed at 120 mg. total 
daily dosage, which is a low one. Higher 
doses would probably have produced an 
increase in response which would have 
been comparable to that of the experi- 
mental drugs. Furthermore, we have oc- 
casionally noted improvement by the 
mere titration of inert placebos. 


Discussion 
Neuroses, particularly psychosomatic dis- 
orders and anxiety-tension states, present 
a steadily increasing problem to clini- 
cians. Until recently, there has been 
relatively little research concerned with 
obtaining effective drugs for ameliora- 
tion of this situation. Within the last 
five years neuropharmacologic research 
has produced a new group of drugs 
designated “tranquilizing agents.” Broad- 
ly speaking, these drugs fall into two 
categories. The first category includes 
those which act primarily upon sub- 
cortical structures and which have very 
widespread effects upon the central auto- 
nomic centers and the reticular sub- 


stance. Chlorpromazine (Thorazine), 
reserpine, and proclorperazine (Compa- 
zine) are representative. Because of their 
side effects, these drugs should be used 





cautiously in neurotic illnesses. They are 
particularly effective in major mental 
disorders where the occurrence of side 
effects may be better justified. 

The second category includes the 
drugs under study which do not have 
primarily subcortical effects, spare the 
reticular system, and generally have less 
autonomic activity. With the possible 
exception of the benactyzine group, their 
effect is primarily a result of sedation. 

The term ataraxics is sometimes in- 
correctly applied to all these drugs. 
Fabing used the word in connection with 
drugs which reduced confusion, such as 
the organic confusion which occurs in 
delirium tremens or with drug-induced 
toxic psychoses. These drugs have become 
increasingly popular and have been wel- 
comed enthusiastically by the lay pub- 
lic. This is a reflection of the demand 
upon the medical profession for a pana- 
cea for the limitations of psychoneurotic 
illness. All new drugs enjoy a phase of 
initial enthusiasm, which is followed by 
a period of critical inquiry, and ulti- 
mately they are evaluated intelligently. 
Tranquilizing drugs are now passing into 
the second phase of critical inquiry. 
PSYCHONEUROSES 
We have found that accurate etiology, 
pathologic physiology, therapeutic re- 
sponses, and prognosis can be established 
only rarely during the course of treat- 
ment of psychoneurotic illness. It is most 
difficult to determine the length of illness 
in these patients with any accuracy, with 
the exception of acute situation reactions 
in previously “normal” individuals. Ex- 
periertce indicates that most patients 
have been subject to longstanding social 
difficulties and environmental stress. Ob- 
viously the prognosis is poorer in the 
patients with longstanding illness, as il- 
lustrated in figure III. 

There have been significant socioeco- 
nomic factors in about 50 per cent of 
our patients, such as poor financial status, 
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FIG. 11. Response of psychoneurotic patients treated with benactyzine in relation to the duration of 
the neurosis prior to therapy. It is quite evident that duration of psychoneuroses is inversely propor 
tional to response to therapy. Thus, patients who had their symptoms for ten years or more were 





less than half as responsive as_ those 


poor home environment, and multiple 
responsibilities. “Thus, most psychoneu- 
roses represent a chronic maladjustment 
of long standing, and no permanent 
benefit can be expected unless this is 
corrected. Differential diagnosis, based 


upon dominant symptoms, is more a 


convenience than a true differentiation. 
Pharmacologic, Therapeutic Effects 


The that tran- 
quilizing drugs supply only supportive 


clinician must realize 
therapy, providing at best symptomatic 
improvement. The disease process is 
usually unaltered. Such therapy will ulti- 
mately be fruitless, the 
“percentage drug response,” the 
drug therapy is accompanied by effective 
psychotherapy. It is upon this back- 
eround of an undefinable disease that 
the forced to evaluate 
pharmacodynamics of drugs and _ their 
therapeutic effect in patients. 


regardless of 
unless 


investigator is 
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who developed symptoms within one year prior to therapy.’ 


MEPROBAMATE 

Pharmacology. The parent substance 
from which meprobamate was developed 
is mephenesin (Tolserol), a muscle re- 
laxant formerly widely used in a variety 
of conditions where muscle spasm was 
a factor. The drug is a simple aliphatic 
compound, devoid of the ring structures 
and highly reactive unsaturated linkages 
present in tranquilizing agents of the 
chlorpromazine-reserpine type. 

Despite early reports, the pharmacolo- 
gic effects of meprobamate are not dis- 
similar to those of barbiturates, as seen 
in figures IV and V. The drug acts pri- 
marily upon supraspinal centers, prob- 
ably by blockading internuncial cir- 
cuits.'* It has some selective effect upon 
thalamic electrical activity in animals 
with deep-implanted electrodes. How- 
ever, in man it produces fast EEG fre- 
quencies as do barbiturates. Berger be- 
lieves there are significant differences in 
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the bioelectric effects of meprobamate 
and barbiturates. Pfeiffer, however, dis- 
agrees. Meprobamate produces anticon- 
vulsant effects in animals as well as de- 
cided sedation. 

The muscular effects are much more 
effective in reducing proprioceptive mus- 
cle spasm than normal proprioceptive 
muscle tension. There is little direct ac- 
tion on muscle itself, no alteration of 
the myoneural junction, and no con- 
duction-block in peripheral nerves. Me- 
probamate resembles barbiturates in that 
it has little effect on the autonomic 
nervous system. In this respect the drug 
differs greatly from many other tran- 
quilizers which have potent adrenolytic, 
atropine-like, and antihistaminic proper- 
ties. We have not observed such side 
effects as palpitation, sweating, tachy- 
cardia, flushing, and hypotension clini- 
cally, and other workers likewise report 
infrequent autonomic manifestations. 

Clinical observations. The variance in 
percentage responses of the various 
groups appearing in figure VI is primar- 
ily a result of investigational proto- 
col’-!8—that is, some studies have used 
meprobamate as an adjuvant to psycho- 
therapy. Apparently, meprobamate is ef- 
fective in two-thirds to three-fourths of 
patients with anxiety and tension when 
used with minimal psychotherapy. When 
combined with psychotherapy as an ad- 
juvant, response incidence is greatly en- 
hanced, with 90 to 95 per cent of the 
patients obtaining some improvement. 
This seems particularly important in 
view of the limited availability of inten- 
sive psychotherapy to many patients. 

That psychotherapy permits respon- 
sive patients to obtain greater improve- 
ment while taking meprobamate seems 
logical, particularly when considering 
that both the authors and Borrus® found 
that two-thirds to three-fourths of pa- 
tients were responsive with minimal psy- 
chotherapy, whereas Osinski, using the 
drug as an adjuvant to psychotherapy, 


PHENOBARBITAL 





FIG. IV. Diagrammatic representation of the cen 
tral nervous system effect of phenobarbital. The 
primary effect is on the cerebral cortex with 
minimal effect on the subcortical and medullary 
areas. However, if large doses are given, the 
medullary areas of the central nervous system 
are involved as well. This is in sharp contrast 
to the effect of chlorpromazine. 





MEPROBAMATE 


FIG. Vv. Site of action of meprobamate in the 
brain. Although laboratory evidence indicates 
that the” primary site of action of meprobamate 
is subcortical, clinical evidence suggests that 
differences between this drug and barbiturates 
are quantitative rather than qualitative. Mepro 
bamate affects the cerebral cortex just as bar 
biturates do, but this effect is less marked in the 
case of meprobamate. Therefore, somnolence is 
less evident with meprobamate than it is with 
barbiturates. However, some patients who are 
particularly sensitive to meprobamate will show 
somnolence. If large doses of meprobamate are 
employed, somnolence is seen regularly. 
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FIG. vi. A comparison of various reports using meprobamate (Miltown, Equanil) in the treatment of 


anxiety and tension. 


observed that 93 per cent of the patients 
improved.'! This was clouded, however, 
when Selling reported 94 per cent of his 
patients improved with only minimal 
psychotherapy.®: 2 An explanation for 
this discrepancy is not readily available. 

The objective response was good to 
excellent in only 20 per cent of our pa- 
tients and fair in only 47 per cent. Other 
investigators have obtained better results 
in that one-half to two-thirds of their 
responsive patients had a good to excel- 
lent response. Also, approximately one- 
third become asymptomatic and clinical- 
ly cured. This has not been our experi- 
ence, and we have not treated any pa- 
tients who became asymptomatic and 
clinically cured with the exception of 
patients with acute situational reactions 
in which the inciting stress was decreased 
or removed during therapy. We are in- 


166 





Geriatrics, March 1958 






clined to doubt that the drug alone can 
be effective in such a high percentage 
as 90 to 95 per cent of patients with 
miscellaneous anxiety-tension disorders 
regardless of the manner in which it is 
used. Nor do we anticipate that one-half 
to two-thirds of the responsive patients 
will obtain good to excellent results on 
meprobamate short of intensive psycho- 
therapy. 

There is general disagreement as to the 
incidence of various side effects from 
meprobamate in various authors’ hands. 
This is partly attributable to the lower 
frequency of side effects during short 
term usage of the drug, although even 
here side effects have been reported to 
range from 0 to 50 per cent. We cannot 
explain this divergence. 

The adverse reactions to meprobamate 
which are being reported with increasing 
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frequency consist of idiosyncratic effects 
—both cerebral and cutaneous—and toxic 
reactions following overdosages. The first 
group of effects includes fever and chills, 
urticaria, purpura, generalized derma- 
titic or angioneurotic edema, and intense 
pruritis. We have encountered 14 such 
cases in the literature?! and one in 
our own group. These effects are likely 
an allergic shock organ response and may 
occur immediately after very small doses 
such as 200 mg. 

Another untoward response encoun- 
tered is paradoxical agitation and excite- 
ment, which was previously discussed. 
Friedman has reported 3 of these cases 
and also one case of transient diplopia 
and extraocular palsy.’ 

Although several instances of ingestion 
of large amounts of meprobamate with- 
out side effects have been reported, it is 
evident that the drug will produce a 
toxic syndrome similar to barbiturates 
or curare-type intoxication when taken 
in overdosage (12 to 25 tablets).15.?! The 
main features seem to be coma, pro- 
nounced muscular relaxation with are- 
flexia, precipitous hypotension, and con- 
vulsions. 

A physiologic dependence on mepro- 
bamate may occur in some patients, and 
a psychologic craving of the drug is un- 
doubtedly created in some people.?? This 
appears to be similar to barbiturate ha- 
bituation. 


PHENAGLYCODOL 

Pharmacology. This drug appears to be 
similar to meprobamate in its pharma- 
cologic properties as well as therapeutic 
efficacy. The occurrence of side effects 
in our study indicates that this compound 
also may be capable of producing sig- 
nificant untoward effects. Other clinical 
reports on phenaglycodol are not current- 
ly available for comparison. 


BENACTYZINE 
Pharmacology. Benactyzine is a complex, 
ring structure compound first prepared 





by the CIBA Pharmaceutical Labora- 
tories in 1936 during a systematic search 
for antispasmodic agents. A rather wide 
range of pharmacologic properties have 
been described, most of which are para- 
sympatholytic effects. However, the drug 
has specific central nervous system action 
differing from that produced by other 
drugs used to date. 

The peripheral parasympatholytic ef- 
fects of the drug include (1) antispas- 
modic action on the gastrointestinal 
tract; (2) inhibition of salivary secretion; 
and (3) pupillary dilatation one-tenth 
that of atropine in equal doses. Although 
it is not as versatile as chlorpromazine, 
having slight or no effect on body tem- 
perature and no adrenolytic effects, it 
does possess low antihistaminic proper- 
ties, a quinidine-like action on the heart 
three times as potent as quinidine, and 
local anesthetic action almost equal to 
that of codeine.?%-?8 In contrast to chlor- 
promazine and reserpine, it has a pro- 
nounced effect on the human electro- 
cardiogram, reducing the normal rhythm 
with partial to complete blocking of the 
alpha waves; however, other waves, in- 
cluding dysrhythmias, are unaffected.?**! 

Considering that synapses in the cen- 
tral nervous system have acetylcholine 
as a chemical transmitter, it is conceiv- 
able that benactyzine acts by virtue of 
its anticholinergic properties. However, 
thus far nothing is known about its mode 
of action or the specific anatomic or 
functional parts of the central nervous 
system on which it produces its effects. 
In our opinion, the drug exhibits rather 
diffuse. action on the pathways connect- 
ing the cortex, thalamus, and other sub- 
cortical structures and the spinal cord. 

Clinical observations. The Danish in- 
vestigators have used benactyzine rather 
extensively, but the drug has received 
little attention in this country other than 
preliminary clinical trials such as those 
reported by Kinross-Wright and Moyer.*? 
Clinically, the drug exhibits pronounced 
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PERCENTAGE RESPONSE OF ANXIETY 
TENSION PATIENTS TREATED WITH 
BENACTYZINE (SUAVITIL) 


























>» 80F 
c 
° 
4 
= 60 
c 
® 
VU 
5 40 Y) 37 
a a 
Oo WS 
20 7 Se 
be 
VW. 
0 SN N 
oOo 
Comparison with other Phenobarbital Inert Placebo 


investigators of benactyzine 


FIG. vu. The response rate obtained by various investigators using benactyzine for treatment 
of anxiety and tension compared with observations made by the authors using phenobarbital 


and inert placebo for the treatment of the same type of patients. 


alteration in central nervous system func- 
tion. The most prominent effect is a 
“blockade of thought” causing patients 
to often complain of “poor memory,” 
“difficulty in concentrating,” “impossible 
to remember what I was going to say, 
Chis effect thera- 
peutic in the neurotic patient by creating 


and so on. becomes 
somewhat of an abstraction from reality 
whereby, although the patient still recog- 
nizes previously stressful situations and 
rather 
and affected with a 


anxiety-providing events, he is 
oblivious to them 
“devil may care” attitude. 

In our experience, by using rather 
small doses of the drug, these effects have 
been rather transitory, appearing shortly 
after taking the drug and usually lasting 
approximately an hour. However, occa- 
sionally a patient will experience effects 
lasting several hours. Unexpectedly, we 
found that not a few patients suffered 
an increase in anxiety and tension rather 
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than relief of symptoms. Also, patients 
will complain that their ability to con- 
centrate is so impaired by the drug that 
they are unable to be efficient in their 
work, which necessitates discontinuance 
of the drug. 

The other clinically prominent effects 
often associated with the blockade of 
thought are dizziness (usually with nau- 
sea), which may be associated occasion- 
ally with nystagmus, and muscular re- 
laxation, which patients describe as a 
feeling of heaviness in the extremities, 
making their “legs feel like sandbags.” 
Occasionally, ataxia is noted. 

Other subjective symptoms which oc- 
cur are mostly the result of parasympa- 
thetic action such as dryness of the 
mouth, palpitation, and pupillary dilata- 
tion, which is probably temporary paresis 
of accommodation. In addition, inappro- 
priate behavior and euphoria may occur. 

Clinical trials with benactyzine indi- 
























cate that the drug is useful as an ad- 
juvant in psychoneuroses and of no value 
in psychoses.** 8°34 Neuroses of the 
anxiety-tension varieties seem to respond 
most favorable to this agent. Obsessive 
compulsion and depressive type neuroses 
respond less favorably. Jensen?’ found 
benactyzine approximately twice as ef- 
fective as barbiturates in 110 patients 
treated with the drug and a comparable 
group of 110 patients treated with bar- 
biturates. 

Although investigation seems some- 
what limited as yet, clinicians conducting 
evaluations agree rather closely on the 
drug’s modalities and limitations. It is 
of interest to note, in figure VII, the 
agreement and clarity often possible 
when clinical evaluation is objective and 
unhindered by overenthusiasm. 

It is likely that two-thirds of patients 
with anxiety-tension predominating their 
neuroses may be expected to obtain bene- 
fit from benactyzine. However, the inci- 
dence of side effects is high, ranging from 
10 to 60 per cent in various studies, when 
given in the average doses of 2 mg. three 
times daily which are necessary to elicit 
improvement. Lower doses of .5 to 1.5 
mg. three times daily produce less un- 
toward effects. Patients taking as much 
as 4 mg. three times daily, or more, in- 
variably experience objectionable side 
effects. 

COMPOUND CT-840 

This benactyzine-related compound ap- 
pears to be approximately as effective as 
benactyzine. However, the side effects 
seem to be more noticeable. This was 
particularly true of inability to concen- 
trate, fatigue, and weakness. The occur- 
rence of increase in anxiety and tension 
with agitation observed in patients treat- 
ed with this drug denotes a serious po- 
tentiality. Clinical use in our group in- 
dicates that CT-840 has pharmacologic 
properties similar to those of benactyzine, 
and possibly more potent, and that their 
site of action seems comparable. 


Conclusions 

1. Sixty-three patients with anxiety re- 
action symptoms were treated with me- 
probamate (Equanil), phenaglycodol (UI- 
tran), benactyzine (Suavitil), a benacty- 
zine-related compound (CT-840), and 
phenobarbital. All patients were treated 
on an outpatient basis. No psychotic 
patients were included. Forty similar pa- 
tients received inert placebo. 

2. Duration of therapy ranged from 
two to sixteen weeks. Total daily dosage 
ranged from 800 to 2,400 mg. of mepro- 
bamate, 600 to 1,600 mg. of phenaglyco- 
dol, and 3 to 8 mg. of benactyzine and 
its related compound. 

3. A strong effort to minimize vari- 
ables was made and these drugs were 
compared with phenobarbital as an “ac- 
tive placebo” as well as an “inert place- 
bo.” Minimal psychotherapy was ex- 
tended. 

f. All four tranquilizers used are clini- 
cally comparable, with each eliciting 
improvement in approximately two- 
thirds of the patients treated. Incidence 
of side effects is less with meprobamate 
than with the other agents, although 
benactyzine in low doses also produces a 
low incidence of side effects at the ex- 
pense of reduced therapeutic value. 

5. Phenobarbital was equally effective 
in one-half of the patients who respond- 
ed to meprobamate, which is approxi- 
mately one-third of all patients treated. 
This is of particular importance, since 
it has been used for many years, and it 
is not likely that any new serious, unto- 
ward effects of this drug will be forth- 
coming. On the other hand, the newer 
and experimental neurosedatives have 
been tried for relatively short periods. It 
must also be kept in mind that relatively 
small doses of phenobarbital were used. 
Side reactions to these agents of a po- 
tentially serious nature are being recog- 
nized with increasing frequency, and it 
is quite possible that these drugs are 
not as benign as was reported originally. 
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6. Caution and an intelligent approach 


in use of these drugs is indicated. We 
may anticipate some practical therapeu- 
tic value in the drugs studied, when they 
are used in combination with psycho- 
therapy. However, adequate supervision 
is a prerequisite for their use. Indiscrimi- 


nate dispensing of these potentially 





harmful drugs deserves sharp criticism. 


Meprobamate is supplied as Equanil by Wyeth 
Laboratories, Philadelphia, and as Miltown by 
Wallace Laboratories, New Brunswick, New Jer- 


sey 


; phenaglycodol as Ultran by Eli Lilly & Co., 
Indianapolis; and 


benactyzine as Suavitil by 


Merck Sharp & Dohme, Philadelphia. 
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TACE with androgen for treatment 


of the menopause 


WILLIAM E. BARFIELD, M.D., and 
NELSON H. BROWN, M.D. 
AUGUSTA, GEORGIA 


@ The use of-an estrogen-androgen com- 
bination for management of the meno- 
pause has come into vogue during the 
past few years. Formerly, estrogens alone 
were employed, but numerous clinical 
studies have shown that the addition of 
some androgen is clinically beneficial. 
Androgens in the small doses employed 
lessen the tendency to bleed and to de- 
velop breast turgidity and pelvic con- 
gestion. In addition, androgens are more 
anabolic than estrogens. They give the 
patient more zest and help to enhance 
or restore libido. 

Patients suffering from typical meno- 
pausal symptoms are usually given a 
parenteral dose of a long-acting estrogen 
or estrogen-androgen combination. This 
is continued at approximately weekly in- 
tervals until the symptoms are brought 
under control. The patient is then placed 
on oral medication, which is adminis- 
tered in decreasing doses over a period 
of six months or longer. 


Clinical Study 


The purpose of this paper is to evaluate 
a new estrogen-androgen combination, 
TACE with androgen. It has been shown 
that TACE, a synthetic product, has 
estrogenic properties! and can be stored 


WILLIAM ELLIOTT BARFIELD is associate clinical 
professor of endocrinology and NELSON HARRY 
BROWN is a resident in internal medicine at the 
Medical College of Georgia, Augusta. 


Thirty-five patients from 19 to 61 
years were treated for menopausal 
symptoms with one or two capsules 
of TACE with androgen. Forty per 
cent of those recetving one capsule 
daily and 64 per cent of those re- 
cewing two capsules daily obtained a 
satisfactory clinical response. Such 
response was more evident if a prim- 
ing dose of a parenteral, long-acting 
estrogen or estrogen-androgen com- 
bination was given at onset of 
therapy. 


in human fat.2 This latter quality is 
thought to prolong the effectiveness of 
the hormone. In addition, it has been 
shown that TACE, like other estrogens, 
has an inhibitory effect on the anterior 
pituitary by decreasing the elevated uri- 
nary FSH values seen in the majority of 
menopausal women as shown in the 
accompanying figure.’ 

The product, TACE, 6 mg., and 
methyl testosterone, 2.5 mg., were com- 
bined.in capsule form. Thirty-five pa- 
tients, ranging in age from 19 to 61 
years, were placed on either one or two 
capsules daily for periods ‘ranging from 
twenty-one days to eight months. Of the 
35 patients, 16 were surgically meno- 
pausal, 16 physiologically menopausal, 
two had hypo-ovarianism, and one was 
a -posthysterectomy patient. Ten of the 
patients were given only one capsule 
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daily and the remaining 25 were given 
two capsules daily. 

Patients were seen at approximately 
two-week intervals and were questioned 
about relief of symptoms. Their re- 
sponses were graded as excellent, good, 
fair, or poor. 

Results are listed in the accompanying 
table. 


Discussion 

Of the 10 patients receiving one capsule 

daily, only four reported satisfactory re- 

sults (excellent and good). When the 

dose was doubled, 16 of the 25 patients 
demonstrated satisfactory results. Thus, 

10 per cent of those taking one capsule 

daily and 64 per cent of those taking 

two capsules daily were considered thera- 

peutic successes. This finding is not in 

agreement with Hunter and co-workers, 

who reported 100 per cent improvement 

on one capsule daily in 26 patients com- 

plaining of hot flashes.4 Conversely, the 

. most frequent complaint of the subjects 
in this study was continued hot flashes, 

although they were frequently decreased 

in number and intensity. 
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»f urine in relation to estrogen therapy. 


Of the 9 patients reported as having 
an excellent response to the combination 
drug (both one and two capsules daily), 
7 had received a parenteral dose of an 
estrogen or estrogen-androgen combina- 
tion at time within the month 
preceding employment of the TACE 
with androgen combination. Of the 15 
patients with a poor or fair response, 
only one had received any parenteral 
steroids. This tends to make us believe 
that it is desirable to “prime” the pa- 
tient with a more potent and long-acting 


some 


RESULTS FROM TACE WITH ANDROGEN THERAPY 





1 capsule 2 capsules 





Results daily daily 
Excellent 2 ‘| 
Good 2 9 
Fair 3 5 
Poor 3 i 

Total 10 25 











ploy the ‘TACE with androgen combina- 
tion for maintenance therapy. Although =~ 
the incidence of satisfactory response to 











estrogen or estrogen-androgen combina- REFERENCES 
tion in order to more quickly control 1 
the menopausal symptoms and then em- newer estrogen, TACE, as revei 
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clinical supplies of TACE with androgen. Endrocrinol. 10: 1547, 1950. 


CANCER MORBIDITY AND MORTALITY are greater among men than among 
women over 65. The relative proportion of genital malignant disease 
increases in males but decreases in females. Sex difference is most 
noticeable in respiratory cancer, which is 6 times as fatal among men 
as women between the ages of 65 to 74 years, the period of peak 
mortality for males. In older women, the reproductive organs, breasts, 
and intestines are the most important sites of fatal neoplasms, with 
intestinal carcinoma mortality being 114 times greater at the age of 
85 in women than in men. 

Cancer is one of the foremost geriatric problems, but, even at ad- 
vanced ages, periodic health examinations and education of patients 
to recognize early danger signals may lead to early detection and suc- 
cessful treatment or substantial relief. 


Cancer in later life. Statist. Bull. Metrop. Life Insur. Co. 38: 1-3, 1957. 


NUTRITION IN AGING AND OLD AGE is based fundamentally on the prin- 
ciples applicable in youth and young adulthood. Since activity decreases 
with age, the difference is in the caloric intake only and not in the 
amount of essential micronutrients and macronutrients needed. The 
decreasing oxygen requirement per unit of body weight results from 
a diminished amount of active protoplasm father than a lower oxygen 
need of the single cell. 

Limitation of exertion in myocardial disease, circulatory insufficiency, 
and other ailments calls for regulation of the diet to prevent obesity. 
Adequate regimens are more easily prescribed for persons with gout 
and diabetes mellitus than for patients with some other chronic diseases. 


H. POLLACK: Nutritional problems in the aging and aged. J.A.M.A. 165: 257-258, 1957. 
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Active therapy replaces custodial care 
for geriatric patients in mental hospitals 


KURT WOLFF, M.D. 
OSAWATOMIE, KANSAS 


@ As a result of the recent change in 
attitude toward the care of geriatric pa- 
tients in mental hospitals, no longer do 
these patients sit around mute and un- 
kempt, looking sad, dejected, hopeless, 
helpless, and as if they were waiting to 
die. 

A few years ago, most of the psychi- 
atrists, nurses, and psychiatric aides be- 
lieved that very little could be done 
about treating the older institutionalized 
patients. The only therapy consisted of 
giving good physical care to all patients, 
vitamins to the feeble patients, sedatives 
to the noisy patients, and occasional elec- 
troshock treatments to the depressed 
patients. There was no faith in the pos- 
sibility of active and organized treat- 
ment. Although the number of geriatric 
patients admitted to hospitals and in- 
stitutions was growing steadily, very few 
left the hospital to return to their fam- 
ilies, to be placed in foster homes, or to 
be transferred to nursing homes. 


The New Approach 
This situation is changing rapidly. Since 
Maxwell Gitelson published his famous 
paper on the emotional disturbances of 
older patients,| more psychiatrists are 
becoming interested in this field. The 
greatest difficulty seems to be the psychi- 
atrist’s attitude of hopelessness in treat- 
ing the emotionally disabled geriatric 


KURT WOLFF is director of the Geriatric Treat- 
ment and Research Unit, Osawatomie State Hos- 
pital, Osawatomie, Kansas, and consultant to the 
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The custodial care attitude toward 
geriatric patients in mental hospitals 
has been replaced at Osawatomie 
State Hospital by an active psychi- 
atric treatment program conducted 
by trained personnel. This permits a 
better prognosis regarding improve- 
ment, cure, and rehabilitation of geri- 
atric patients than was believed pos- 
stble in the past. 


patient and their own feelings of counter- 
transference toward parental figures. 
During the last few years, however, a 
greater optimism and a more enthusias- 
tic viewpoint in regard to treatment of 
these patients is taking the place of the 
“custodial care” attitude and of the pes- 
simistic atmosphere in hospitals, other 
institutions, and even in private practice. 

Meerloo, Goldfarb, and Grotjahn 
published papers describing the improve- 
ments and complete recoveries achieved 
by individual psychotherapy with geri- 
atric patients.? Linden reported aston- 
ishing results with group psychotherapy 
with institutionalized senile women.® 
Occupational therapy and recreational 
activities have brought about remarkable 
improvements in geriatric patients. Also 
of great importance are the drugs, tran- 
quilizers, and stimulants which are used 
to treat disorders of the central nervous 
system.® 


Active Therapy Program at 
Osawatomie State Hospital 


At Osawatomie State Hospital, a system- 
atic study of treatment and rehabilita- 














tion was started about three years ago 
and has continued up to the present 
time. The Geriatric Treatment and Re- 
search Unit at the hospital is composed 
of two buildings which house about 350 
patients. They are divided into groups 
of equal numbers of men and women 
who participate in occupational therapy 
and recreational activities together. They 
enjoy folk dancing and sports (playing 
ball on the hospital grounds), go to 
picnics, and listen to music on records. 

The occupational therapy program is 
a very active one and is under the super- 
vision of the psychiatrist. Special pro- 
grams are designed to improve the pa- 
tient’s orientation and memory. Other 
occupational therapy projects provide an 
outlet for aggressive drives and improve 
self-esteem and interpersonal relation- 
ships. It is very gratifying to see the 
confused and completely “lost” geriatric 
patients come into better contact and to 
see them become skillful in handling 
tools as a result of their participation 
in a suitable occupational therapy pro- 
gram.” Our occupational therapy is sup- 
plemented by a special art therapy which 
consists of drawing simple objects over 
and over at certain intervals of time. 
This helps the patients improve their at- 
tention and perception. 

Group psychotherapy, carried out in 
mixed groups of four men and four 
women for a period of two years, has 
shown remarkable results.8 Out of 28 
patients treated by group psychotherapy, 
12 could be released after six months 
to their families or to nursing homes, 
and a few are waiting to leave the hos- 
pital as soon as suitable placement can 
be found. Individual psychotherapy, one 
hour weekly for a period of three months, 
has been responsible for the improve- 
ment and discharge of a 63-year-old wom- 
an who suffered from a psychoneurosis 
diagnosed as an anxiety reaction with 
senile features. 

Tranquilizers have been of great help 





to many of our geriatric patients in de- 
creasing their anxiety, restlessness, in- 
somnia, and agitation and in making 
them more amenable to other forms of 
therapy. Metrazol with nicotinic acid 
and L-Glutavite have been useful for 
apathetic, listless, inactive, confused, and 
disoriented patients. 

What was an unattractive environment 
at the hospital has been changed to a 
“homelike atmosphere” with colorful 
curtains, flowers in the dayhalls, pictures 
on the walls, comfortable furniture, and 
plenty of space, air, and light. 

Finally, a better training program for 
nursing personnel, which includes week- 
ly seminars of one hour with the psychi- 
atrist, has created a better understanding 
of the patients and the specific problems 
involved. In this way, the attitude of 
pessimism and hopelessness is completely 
removed and has been replaced by one 
of activity, cheerfulness, and optimism. 

The results of this treatment for geri- 
atric patients are very encouraging. More 
patients than ever before are leaving the 
hospital to be restored to their commu- 
nities, to their families, to foster homes, 
or to nursing homes. Many of them are 
able not only to adjust well outside the 
hospital after twenty or more years of 
hospitalization but to begin a more ac- 
tive, useful, and meaningful life.® 
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New malignant growths in old age 





Some points in morbid anatomy 


TREVOR H. HOWELL, F.R.C-P., Ed., and 
A. P. PIGGOT, M.R.CS., L.R.C.P. 


LONDON, ENGLAND 


@ Among the causes of death in ou 
series of postmortem studies on aged 
subjects, new growths occupy a promi- 
nent place, with 28.2 per cent. Dr. 
Stewart-Smith! that cancer 
accounted for 28.5 per cent of the deaths 
in his series to which we have referred 
in a previous paper. We thought, there- 
that it might be instructive to 
analyze and place on record the sites and 


also found 


fore, 


relative frequencies of malignant tumors 
which we had encountered among elder- 
ly patients. 


Distribution 


The most frequent group of new growths 
were those affecting the alimentary tract 
and its connections. The commonest site 
was in the stomach, with 109 cases, or 
17.4 per cent of the total. Next came 
the with 102 
16.4 per cent. The esophagus 


new growths of colon, 
cases, Or 
showed cancer in 57 subjects, or 9.1 per 
cent, but the small intestine had malig- 
nant change in only 10 cases, or 1.6 per 
cent. Increase of age in patients with 
alimentary tract tumors was associated 
with a very gradual diminution in fre- 
quency of malignant disease. In the case 
of the colon and the bile passages, there 
actually a relative the 


was increase in 
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In a series of 2,221 autopsies on sub- 
jects aged 65 or over, the incidence of 
cancer was 624, or 28.2 per cent. The 
commonest sites for new growths were 
stomach, colon, bronchus, esophagus, 
and bile passages. In the oldest age 
groups, two malignant tumors might 
at times be found in the same body. 
After the age of 75, cancer could be 
present without necessarily becoming 
the ultimate cause of death. 


middle ranges. ‘wo other fairly common 
sites associated with the gastrointestinal 
tract were the pancreas, with 29 cases, or 
1.6 per cent, and the liver, with 15 cases, 
or 2.4 per cent. Carcinoma of the liver 
was usually a sequel to cirrhosis of that 
organ. 

Carcinoma of the bronchus was found 
in 90 patients, or 14.3 per cent. 

In the genitourinary tract, carcinoma 
of the prostate was the most usual tumor, 
occurring in 21 patients, or 3.4 per cent. 
Malignant disease of the bladder was 
found in 19 patients, or 3.0 per cent. 
Growths of the kidney were present in 
only 15 patients, or 2.4 per cent. 

Among the other sites, the breast 
showed carcinoma in only 17 examples, 
or 2.6 per cent. This does not represent 
the true frequency in old age, and is a 
misleading figure because of the selec- 
tion of material. Tumors in this situa- 
tion are such an obvious cause of death 














that patients are not usually referred to 
the pathologist for autopsy. We feel that 
a representative figure in an unselected 
series would be very much higher. 

Among the minor sites of cancer, the 
larynx was affected in 14 subjects, or 
2.3 per cent and after this came a num- 
ber of other situations—peritoneum, 
pleura, meninges, tongue, pharynx, and 
so on, as shown in table 1. 


TABLE 1 


SITES AND FREQUENCY 





Site Number Per cent 
of cases 

Stomach 109 17.4 
Colon 102 16.4 
Bronchus 90 14.3 
Esophagus 57 9.1 
Bile ducts, gallbladder 4] 6.6 
Pancreas 29 4.6 
Prostate 21 3.4 
Bladder 19 3.0 
Ovary 17 2.6 
Breast 17 2.6 
Kidney 15 2.4 
Uterus 15 2.4 
Liver 15 2.4 
Larynx 14 2.3 
Small intestine 10 1.6 
Suprarenal glands 7 1.1 
Peritoneum 6 0.9 
Pleura 6 0.9 
Brain 6 0.9 
Sarcoma of glands { 0.6 
Meningioma 4 0.6 
Melanotic sarcoma 3 0.5 
Pharynx 3 0.5 
‘Tongue 5 0.5 
Retroperitoneal sarcoma 2 0.3 
Lung l 0.1 
Penis ] 0.1 
Maxillary antrum ] 0.1 
Epithelioma of face ] 0.1 
Testes ] 0.1 
Myxosarcoma of thigh l 0.1 
Pituitary l 0.1 

624 100 








Age Limit 
It may be of interest to record the age 
of the oldest patient in which we have 
found cancer of various organs. This is 
shown in table 2. Our veteran of the 
present series was an old woman of 93 
with a new growth of the colon. Among 
four patients aged 88, one had a growth 
of the esophagus, one had malignant 
disease of the small intestine, the third 
had cancer of the bile ducts and the 
fourth had a growth in the pharynx. An 
87-year-old was the senior representative 
of the group with cancer of the uterus. 

In another small series of cases which 
we investigated, one of the oldest pa- 
tients, aged 90, had a small scirrhous 
growth of her breast which had been 
present for twenty years. None of the 
other nonagenarians showed a malignant 
growth, however. We have since had one 
woman of 101 with carcinoma of the 
bronchus. 


Discussion 


When we compare the common sites of 
cancer in our series with those published 
by other authorities, we find a fair meas- 
ure of agreement. Cameron, whose series 
mentions male patients only in this con- 
nection, gives the order of frequency as 
stomach, lung, rectum, esophagus, colon, 
bladder, pharynx, larynx, and prostate.? 
Monroe of Boston, in a mixed series of 
men and women, quotes the stomach as 
the commonest site, followed by colon, 
prostate, breast, lung, female reproduc- 
tive organs, “kidney, ureter and_blad- 
der,” and pancreas.* Stewart-Smith men- 
tions lung, stomach, intestine, pancreas, 
prostate, bladder, rectum, gallbladder, 
and esophagus as the most common or- 
gans involved in his experience.! 

There is a certain difference of opinion 
as to the relative incidence of carcinoma 
of lung and bronchus in various age 
groups by these authorities. Monroe 
states that the frequency is the same in 
the eighth and ninth decades as in the 
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TABLE 2 


OLDEST AGI 


AT WHICH NEW MALIGNANT GROWTH OCCURRED IN VARIOUS ORGANS 





Site Age 
Bronchus 10] 
Colon 93 
Stomach 84 
Esophagus 88 
Small intestine 88 
Pancreas 84 
Bile ducts, gallbladder 88 
Bladder 83 
Prostate 82 
Kidney 77 
Ovary 81 
Uterus 87 


Site Age 
Breast 82 
Larynx 88 
Liver 78 
Lung 78 
Suprarenal 77 
Chyroid 75 
Pharynx 75 
Peritoneum 80 
Pleura 80 
Melanotic sarcoma 78 
Retroperitoneal sarcoma 83 
Cerebral tumor 82 





seventh. Cameron finds a sharp fall of 
incidence after the age of 75. All agree, 
however, that this form of cancer is com- 
moner in men than in women. The fre- 
quency according to age groups in our 


9 
De 


series is shown in table 

When we consider the relative impor- 
tance of cancer as a cause of death in 
old age, there are one or two points to 
be remembered. First of all, in patients 
on whom no autopsy is held, a clinically 
silent neoplasm may not be detected. 
Thus the figures of the Registrar-General 
for England and Wales for 1953 


53 indicate 


malignant neoplasm.* In the series de- 
scribed in this paper, we found 631 
deaths from cancer in 2,221 subjects, or 
28.4 per cent. Professor Cameron, from 
University College Hospital, London, 
mentions 733 tumors (44 per cent) found 
during autopsies on 1,872 elderly subjects 
in a teaching hospital. In his series, can- 
cer appeared more frequently in men 
than women until the age of 85. Monroe 
states that, at Peter Brigham Hospital, 
the clinical incidence of neoplasms was 
12 per cent, but the autopsy incidence 
rose to 24.8 per cent in subjects over the 


a¢ 


rok 





that, out of a total of 235,750 deaths age of 60 between the years 1913 and 
occurring after age 65, some 48,414, 1943. However, this series, unlike our 
or 21 per cent, were certified as due to own, did not reveal a preponderance of 
TABLE 3 
CHIEF SITES OF CANCER AND CHANGES OF INCIDENCE WITH AGE 

Site Total 854 80-84 75-79 70-74 65-69 
Bronchus 90 0 cpa 14% 28% 51% 
Stomach 109 iz 8% 24%, 30% 38% 
Colon 100 5% 11% 31%, 29%, 247, 
Esophagus 6 2% 9% 16% 36% Bt% 
Bile passages 41 3% 5% 32% 29%, $23, 
Pancreas 29 _ 279 17% 31% ri 
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women in the later decades. Stewart- sion. Monroe also mentions this question 
Smith gives a ratio of 28.5 per cent for of multiple malignant disease found in 
= his cases, with men outnumbering women 2 per cent of the cases of cancer in his 





























ze by two to one. series, and gives brief summaries of their 
A second point revealed by our series histories. 

. was the fact that a new growth can exist Hence it appears that the new growths 

‘ without being the actual cause of death. found in aged subjects at autopsy have 

: This is commoner in the later decades certain characteristics of their own which 


of life. Five cancers out of 62 found in differ from those occurring in younger 
subjects over the age of 80 fell into this persons. 
class, as did 10 out of 130 between the 
ages of 75 and 79. Occasionally, two 
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REHABILITATION CONFERENCE 


Rehabilitation of the aged amputee 


BROR S. TROEDSSON, M.D. 


MINNEAPOLIS 


® With the increasing incidence of ar- 
teriosclerotic there 
is a corresponding increase in the number 
of amputations being done in aged pa- 


obstructive disease, 


tients. These amputees present special 
problems because of their general physi- 
cal condition and complicating diseases. 
To solve these problems and get the 
patient back into a condition where he 
is able to walk again, take care of him- 
self, and even work again, requires the 
combined efforts of many people and 
agencies. At the Veterans Administration 
Hospital in Minneapolis, this problem 
has been partially solved by adapting 
the prosthetic appliance clinic team to 
the handling of these cases. This team 
was originally set up to handle war am- 
The aftermath of the war is 
largely cleaned up, but we are faced 
with 
growing problem of amputations in the 


aged 


putees. 


instead the continuous and ever- 


The young man who lost a limb in 
the war faced a fairly simple problem 
compared to that of the aged patient. 
The soldier was assured of prompt hos- 
pitalization and treatment, artificial 
limb, compensation for injury suffered, 
and vocational rehabilitation, all at gov- 
ernment expense. 


BROR S. TROEDSSON is chief of the Department of 
Physical Medicine and Rehabilitation, Veterans 
Administration Hospital, Minneapolis, 
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Amputations in the aged are steadily 
increasing. Restoration of the patient’s 
functional capacity is often a com- 
plicated problem because of general 
debility diseases 
and requires the combined efforts of 
many professional disciplines. At the 
Veterans Administration Hospital in 
Minneapolis, the prosthetic appliance 
clinic team is organized to solve the 
problems. With treatment 
methods and wide choice of pros- 


and concomitant 


modern 


thetic devices, most aged amputees 
can regain a wide measure of func- 
tional capacity. 


In contrast, we find that the aged 
amputee is generally a man who was 
retired or has been forced to quit work 
because his legs would not carry him any 
longer. He has limited resources, some 
or all of which has been spent on pre- 
vious hospital and medical care, and he 
is faced with the expense of an artificial 
limb and the problem of how to get 
along outside the hospital—in his own 
environment and in society. 

A survey of the lower-extremity am- 
putees handled at the Minneapolis Vet- 
erans Administration Hospital in 1956 
showed an average hospital stay of one 
hundred and forty days from admission 
until the patient was fitted with a pros- 
thesis and able to walk on it. With an 

















average cost of $22.39 per day, this is 
$3,135 per amputee. If to this is added 
medical and surgical fees, cost of limb, 
and rehabilitation, one can see that few 
aged people can bear the cost of loss of 
a limb without help from social agencies. 

The aim of the prosthetic appliance 
clinic team and the amputee clinic team 
is to make the hospital stay as short as 
possible, insure a suitable and useful 
prosthesis, restore the patient to maxi- 
mum activity, guide him to suitable 
work or occupation, and place him in a 
suitable environment. For this .purpose, 
the team is made up of an orthopedic 
surgeon with special training and interest 
in artificial limb prescription, a physi- 
atrist with special interest in vascular 
diseases and amputation rehabilitation, 
a physical therapist, a corrective thera- 
pist, an occupational therapist, a social 
service worker, a vocational counselor, 
and prosthetists representing limb man- 
ufacturers. Following an amputation, 
the patient is immediately referred to 
this team for a discussion of the problem 
the patient faces and for a decision as to 
how the problem is to be met and the 
course to be taken. 

Before the amputation, if performed 
at the local hospital, oscillometric tests 
are done to determine whether amputa- 
tion is really necessary and, if so, what 
is the best amputation site. The most 
desirable site is that with sufficient arte- 
rial circulation for healing plus weight- 
bearing, plus a margin for future deteri- 
oration of the circulation. Amputation 
may have to be performed at a site where 
there is sufficient circulation for healing 
only, or for healing plus weightbearing. 
The patient is also instructed in pre- 
and postoperative exercises, and is given 
some idea of what kind of prosthesis he 
will be using, and how long it will be 
before he will walk again. Psychological- 
ly, this helps tremendously to prepare 
the patient for the loss of limb. It is 
still better to have the patient observe 






other amputees and see how well they 
can do. 

To illustrate the methods used by the 
prosthetic appliance clinic team and the 
amputee clinic team in our hospital, we 
shall present five case histories, each with 
a special problem typical of those en- 
countered in rehabilitation of elderly 
amputees. The first of these will be given 
in full conference form to show how each 
team member contributes his part to 
the evaluation and management of the 
patient. 


Case 1. Left Hemiplegia and 
Left Midthigh Amputation 


REHABILITATION COORDINATOR: 


This is a 59-year-old man, who has been 
on digitalis t.i.d. for six years, and who 
had a stroke in June 1956, paralyzing 
his left side. One month later, while still 
in the hospital, he suffered an embolic 
occlusion in the left thigh for which an 
embolectomy was done. In spite of this, 
gangrene set in, and a left midthigh 
amputation was performed. When ad- 
mitted to this hospital, he had been 
bedridden since onset, or for ten months. 
He is presented to the clinic for evalua- 
tion and a pian of action. 

PHYSIATRIST: I saw this patient yester- 
day and, after examining him, there was 
serious doubt in my mind about us ever 
getting him to walk again. True, I have 
seen hemiplegic patients who have been 
in bed for nine months, and we have 
had them up ambulating in six weeks, 
but they have not had amputations. 
Furthermore, we have been able to test 
the affected extremity. If the patient can 
lift his knee up off the bed, we can as 
a rule assure the patient he will walk 
again. 

This man suffers from marked general 
muscular weakness, and his left upper 
extremity is totally paralyzed up to the 
shoulder girdle. He has a slight flexion 
contracture in the left hip and no power 
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in it and also a slight flexion contrac- 
ture in the right knee and hip. He can’t 
even get up and sit on the edge of the 
bed by himself. It is a formidable situa- 
tion that we face. Certainly, we cannot 
think of a prosthesis for him until he 
has regained his muscular strength and 
is able to get out of bed,. stand up, and 
balance by himself. If we can get him to 
do that, then what kind of prosthesis 
should the man have? 

ORTHOPEDIST: This is a problem. The 
patient seems dyspneic just while sitting, 
and we had better have a medical con- 
sultation to determine how much ac- 
tivity he should be allowed. I doubt that 
he will be able to walk with a conven- 
tional prosthesis. He should be started 
on exercises and then be tried on a 
pylon with fixed hip joint and pelvic 
belt. When he can master that, then we 
shall decide on prosthesis, but first we 
have to get him on his feet. 

PHYSIATRIST: We have laid out a pro- 
gram for him in the corrective therapy, 
physical therapy, and occupational ther- 
apy sections. We shall start him on a 
graduated exercise program in correc- 
tive therapy, aimed at building up his 
muscle strength and balance and cor- 
recting his contractures to the point 
where he can get out of bed or chairs 
by himself and stand on his remaining 
right leg. In physical therapy, we will 
give him heat, massage, and muscle re- 
education exercises in the hope that some 
function will return in the left upper 
extremity. The occupational therapist 
will attempt to train him to perform 
all his activities of daily living, such as 
eating, shaving, telephoning, and so on, 
with his functioning hand. The nurses 
will help in this on the ward. 

ORTHOPEDIST: How long do you expect 
that to take? 

PHYSIATRIST: Ordinarily, I would say 
six weeks but, in this man, I believe it 
will be close to three months. We shall 
start him on our program and have him 
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come back to the amputee clinic if and 
when he has mastered pylon walking. 
Before we go on to the next case, I would 
like to hear from our social service and 
vocational counseling members in regard 
to this man. 

SOCIAL SERVICE WORKER: During sepa- 
rate interviews with the patient and his 
wife, I found both of them very de- 
pressed. The patient was a_ successful 
lawyer and insurance executive before 
his long illness. During the interview, 
he focused all his attention on his physi- 
cal loss, said he is afraid he was going to 
be a burden on his family for a long 
time, and stated frequently that he 
wished he had died. The pain he has 
suffered makes him hostile toward the 
physicians who have treated him. 

His wife is very much concerned about 
his future, for she believes that he will 
be bedridden for the rest of his life. 
They have enjoyed a comfortable in- 
come, but the wife questions the possi- 
bility of her taking care of a bedridden 
husband on their future income, which 
would be a company pension of one-half 
his previous salary. 

I assured both the patient and _ his 
wife that the situation may not be as 
gloomy as they picture it. I asked that 
they enter the rehabilitation program 
wholeheartedly, that the wife encourage 
the patient to do everything for himself 
that he can and that she not do it for 
him, and that the patient cooperate in 
all respects with the people who are 
trying to get him back on his feet. For 
the time being, the patient and his wife 
do not have a financial problem, and 
when the patient is ready to leave the 
hospital, he will have a home to return 
to. 

VOCATIONAL COUNSELOR: This patient 
was interviewed by me two days ago. 
He is a talkative, intelligent man, but 
very depressed by his illness and loss of 
limb. He has held a responsible position 
in the insurance field. His company will 








re 
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pay him his full salary for one year ot 
illness, and, if he is unable to return to 
work, they will retire him on half pay 
after that. In case he is able to walk 
again and work, the company is willing 
to give him back his old position. At 
this point, the patient is not in need of 
vocational counseling. If need should 
arise in the future, we will be glad to 
help plan suitable vocational guidance. 
THREE MONTHS LATER 

REHABILITATION COORDINATOR: We are re- 
stafing Mr. H. today to check on his 
progress and decide his future course. I 
believe you will be pleased with prog- 
ress to date. 

PHYSIATRIST: Indeed we are. From 
being a depressed, bedridden patient, he 
has become an enthusiastic, eager par- 
ticipant in the rehabilitation program 
and has accomplished what I thought 
would be nearly impossible. He is now 
up walking by himself on a pylon with 
the help of a Canadian crutch. Before 
we call him in to demonstrate, we shall 
have the report from the therapists who 
have worked with him. 

CORRECTIVE THERAPIST: When this pa- 
tient came to us, he was functionally 
only half an individual, and a very weak 
half at that. Our emphasis has been to 
develop this half to its maximum use- 
fulness, to restore balance, and to make 
him able to stand up. For this purpose, 
he was started on a program of exercises, 
beginning with overhead pulleys, pro- 
gressive resistance exercises for knee ex- 
tension, Elgin table exercises for right 
hip and knee extension, and standing 
bar exercises. Gradually, the patient ac- 
quired enough strength to first arise to 
standing position with help of instruc- 
tor, and finally to get up from chair 
on the right leg by himself and stand up. 
He has not been able, however, to learn 
to hop on his remaining leg, and we 
don’t believe he will. 

PHYSICAL THERAPIST: The prescription 









sent to us called for restoration of joint 
motion in the contracted left shoulder 
joint, attempt to restore lost muscle func- 
tion in the paralyzed upper left extrem- 
ity, and restoration of as much power 
and control as possible in the left mid- 
thigh amputation stump. When the pa- 
tient’s general strength had returned, he 
was to be started on pylon walking with 
one crutch. To do this, we started him 
on heat, massage, and stretching to left 
shoulder, and muscle re-education to the 
paralyzed muscles. The shoulder joint 
loosened up, but there was no sign of 
returning muscular function. On the 
patient’s own insistence and with the 
consent of the physiatrist, we also tried 
whirlpool and electrical stimulation. The 
patient finally resigned himself to have 
a paralyzed arm and consented to carry 
it in a sling during the day. In the mean- 
time, we were also working on the stump. 
It had only a trace of function in it and 
in spite of muscle re-education and 
strengthening exercises, there has not 
been noteworthy return of power. When 
the patient was able to stand up in the 
corrective therapy section, we started him 
on pylon walking training. He can now 
walk by himself twice the distance of 
the exercise room, a total of 100 feet. 
OCCUPATIONAL THERAPIST: The patient 
has attended our clinic regularly, with 
50 visits so far. Our aim was to increase 
strength and coordination in the right 
upper extremity through graded activity, 
to teach him to do his daily activities of 
living with one hand, and to provide 
him occupational pursuits that would 
give him a feeling of successful achieve- 
ment to alleviate anxieties and tensions. 
With our program and that of correc- 
tive therapy and physical therapy, the 
patient is now able to feed himself, 
shave, button his clothes, telephone, 
write, and so forth. At first the patient 
was quite depressed and spoke very often 
of dying. This has changed. He is now 
cooperative, willing, and helpful and 
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liked by both therapists and_ patients. 
At present, he is working on weaving a 
rug. 


PHYSIATRIST: 





We will now call in the 





patient to see how he is getting along. 


ORTHOPEDIST: Good morning, Mr. H. 





How are you doing? 

PATIENT: I am doing fine, and I am 
going back to work some day. But I want 
a new leg. 

ORTHOPEDIST: 



































Well, a man who has 
shown as much grit and perseverance as 
you have certainly deserves one. First, 
we have to see how you do on the pylon, 
however. (Patient demonstrates how he 
can walk with a pylon on the left, a 
Canadian crutch on the right, and his 
left arm in a sling). 

ORTHOPEDIST: I never thought you 
would be able to do all that walking. 
We will go ahead and order an artificial 
leg for you. 

ORTHOPEDIST TO PROSTHETIST: We will 
order for this patient a conventional 
quadrilateral with locking, 
single-axis knee, single-axis ankle, and 
minimal With the very little 
control he has in his hip, it is necessary 
for him to have a locking knee and, of 
course, he should have as little harness- 
ing problem as possible as he has only 


prosthesis 


harness. 


one hand to use in putting it on. As 
soon as the prosthesis arrives, he can be 
started on gait training. 

FOUR WEEKS LATER 


REHABILITATION COORDINATOR: Mr. H. re- 
ceived his prosthesis and has used it for 
r one week. He learned to use it readily, 
and can walk up and down stairs on 
ramps and about 150 feet on flat ground 
before tiring in his right good leg. How- 
ever, he complains that the socket hurts 
him in the groin. 
PHYSIATRIST: I just want to say that 
the reason the patient tires in his right 
. good leg is that he has a 50 per cent re- 
duction of arterial circulation in it. We 
have measured it. This will be a limiting 
factor in his ability to walk long dis- 
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FIG. 1. Case 1. A 59-year-old man with 


left hemiplegia and left upper thigh 
amputation has learned to walk with 
a Canadian crutch and a convention 
al, quadrilateral prosthesis with lock- 
ing single-axis knee, single-axis ankle, 
and minimal harness. 


will have to sit down and 
rest every 150 feet for a couple of min- 
utes and can then proceed again. The 
stump also has a marked arterial de- 
ficiency, but there is still sufficient cir- 
culation for prosthesis use. 

ORTHOPEDIST: Looking at this patient’s 
gait and examining him, it is evident 
that the pain in the groin is caused by 
too wide a stump bucket, so that the 
anterior margin of it hits the patient in 
the groin. The prosthetist will have to 
adjust this and, if necessary, even make 
a new bucket. 

PROSTHETIST: I believe the patient’s 
stump has shrunk a little since we meas- 
ured him, but we can easily correct the 
bucket in a couple of days. 


tances. He 








d 








SIX WEEKS LATER 

PHYSIATRIST: It was impossible to cor- 
rect the bucket, and an entire new limb 
had to be made. The patient has used 
it for one week. He can put it on him- 
self; sit down in a chair and get up again; 
walk on inclined plane and on stairs, 
holding on to a railing; and fall and get 
up again. We believe he is ready for 
his final check-up on the prosthesis and 
then can be discharged. He will now 
show us how he can walk (figure I). 

ORTHOPEDIST: He is doing exceedingly 
well, considering the disabilities‘ he had. 
The prosthesis is satisfactory, and he can 
be discharged. Where is he going and 
what is he going to do? 

PATIENT: I am going home and, after 
awhile, I will go and see my company 
about my job. It is a real fine day for 
me, and I want to thank all of you for 
what you have done. 


Case 2. Emphysema, Arteriosclerosis, 
and Right Above-Knee Amputation 


This 71-year-old man was admitted on 
July 11, 1957, for impending gangrene 
of right big toe of three weeks’ duration. 
Intermittent claudication had been pres- 
ent in both legs for many years, progress- 
ing to the point where he could walk 
only one short block, when pain in both 
calves forced him to stop. He had had 
severe pulmonary emphysema for many 
years and had been hospitalized for it 
for six weeks in 1955. He was dyspneic 
at rest and had a cough productive of 
approximately one-half cup of sputum 
daily. 

On examination, the diagnosis of em- 
physema was confirmed, and the pre- 
gangrenous condition of the right foot 
was attributed to arteriosclerosis obliter- 
ans. An oscillometric test in the physical 
medicine and rehabilitation section 
showed a 60 per cent loss of arterial 
circulation in both thighs and a 95 per 
cent loss below the left knee. This was 
interpreted as a partial aortic occlusion 






and almost complete occlusion in pop- 
liteal arteries. In the right leg with a 
95 per cent loss below the knee, gangrene 
had already started in the right big toe. 
With a 90 per cent loss below the left 
knee, it was believed that gangrene would 
soon start in left foot unless measures 
were taken to improve circulation. 

Amputation of right leg was consid- 
ered necessary and was carried out six 
inches below the head of the femur 
twelve days after admission. There was 
poor bleeding from the femoral vessel 
confirming the 60 per cent loss found in 
the oscillometric test. Pathologic exam- 
ination of the amputated leg showed se- 
vere arteriosclerosis of the popliteal ar- 
tery and occlusion of the artery by a 
yellowish-tan adherent thrombus, con- 
firming the 95 per cent loss expressed in 
the oscillometric findings. 

When the patient was referred to the 
amputee clinic on August 7, 1957, there 
was doubt expressed as to whether he 
would ever walk again because of his 
age, his emphysema, and the poor circu- 
lation in the remaining left leg. It was 
felt that this leg might have to be am- 
putated shortly, unless the circulation 
could be increased. It was agreed that a 
conventional prosthesis was contraindi- 
cated by patient’s age, general physical 
condition, and the possibility that he 
might also lose the other leg, in which 
case the right prosthesis would then be 
of no use. The goal set up for the pa- 
tient was to walk with a pylon and 
crutches. A pylon is light and it is easy 
to put on and to learn to use. Crutches 
would help stability and balance and 
would take some weight off the poor left 
leg and enable patient to walk further. 

To prepare the amputation stump 
for pylon walking, the patient was start- 
ed on a program of daily strengthening 
exercises, whirlpool, massage, and com- 
pression bandages to the stump. To in- 
crease the circulation in the left leg, he 
also received whirlpool to this leg fol- 
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A 71-year-old man, with em- 


FIG. Il. 
physema and peri- 
pheral vascular able to 
walk with pylon and crutches. 


arteriosclerotic 
disease, is 


lowed by massage to the leg, knee, and 
thigh, and Buerger-Troedsson vascular 
exercises. When he was tried on crutch- 
walking without pylon one week later, 
it was found that his emphysema per- 
mitted him to take only 5 steps. To im- 
prove this, patient was given rib-cage 
mobilization exercises, short-wave dia- 
thermy to the chest, and instruction in 
abdominal diaphragmatic breathing ex- 
ercises. Two weeks later, he was able to 
walk 60 steps, or 120 feet, with crutches. 
A pylon was ordered and when received, 
pylon walking training was instituted in 
addition to the other treatments. On Sep- 
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tember 27, another oscillometric test was 
made to check the circulation in the left 
leg, and it was found considerably im- 
proved. He could walk 147 steps before 
fatigue was noticed in the left ankle, and 
it was the circulatory condition rather 
than the emphysema that prevented him 
from walking further. With the aid of one 
crutch and a railing, he could negotiate 
stairs alone and he could fall on a mat 
and get up by himself. On October 4, 
1957, he was discharged to live on the 
first floor in the nursing home where he 
had been before his admission. One 
month later, he stated he was doing well 
and was able to be up and about for 
two-hour stretches (figure IT). 


Case 3. Epilepsy, Arteriosclerosis, and 
Bilateral Midthigh Amputation 


This 67-year-old gardener, a known epi- 
leptic, was first admitted to our hospital 
on September 1, 1955, with an infected, 
nonhealing, left, below-the-knee amputa- 
tion. Circulatory tests at that time deter- 
mined that there was insufficient arterial 
blood supply in the stump for healing. 
Five days after admission, a midthigh 
operation was done, which was well 
healed in fifteen days. The patient was 
given instruction in stump exercises, 
bandaging, and shrinking, and sent home 
on leave for three weeks. When he re- 
turned, he was started on skin toughen- 
ing massage, resistance exercises to 
stump, and staffed before the amputee 
clinic. A conventional prosthesis was or- 
dered, and patient readily learned to 
walk with a cane. He returned to his 
home on November 17, 1955. 

On January 17, 1957, the patient re- 
turned complaining of a nonhealing 
ulcer on right leg and pain in right 
lower extremity, and asked for amputa- 
tion. Examination showed dependent 
rubor, no pulses at the ankle, and indi- 
cated midthigh amputation to be neces- 
sary and safe. This was done on January 
24, 1957. The stump healed well and 




















FIG. 11. A 67-year-old epileptic with bilateral 
midthigh amputations was fitted with walking 
boots and modified crutches and learned to get 
around independently in three days. 


readily, but, when the patient was pre- 
sented before the amputee clinic, the 
stump was found to have skin flaps in- 
terfering with the use of a prosthesis. A 
revision of the stump was done February 
26, 1957, which was followed by a slight 
pus pocket at one place in the incision. 
This was readily healed with whirlpool 
and luminous light treatments, and the 
stump was toughened with massage and 
exercises. The staff of the amputee clinic 
recommended walking boots for this pa- 
tient (figure III) because it was believed 
that his age would make it difficult for 
him to use conventional prosthesis. Fur- 
thermore, his tendency to convulsive 
seizures added a danger of falling. The 
patient learned readily to walk with 
boots and modified crutches in three 
days. He could walk up and down in- 


clines and up and down stairs, get on 
and off chairs and in and out of bed, and 
fall and get up again. He was discharged 
on April 26, 1957, in care of his wife. A 
follow-up visit three months after dis- 
charge found him getting along well. 


Case 4. Arteriosclerosis, Left Midthigh 
Amputation, and Thrombophlebitis 
This 61-year-old, sheet-metal worker was 
admitted for first time in June 1955, 
complaining of tiredness in both calves 
on walking. He underwent bilateral 
sympathectomies and was sent home in 
August. He went back to work and ap- 
peared to be able to walk a little better, 
but the distance seemed to vary with the 
weather. On warm, sunshiny days, he 
could walk better than he could on 

damp, cold days. 


FIG. Iv. A 61-year-old man with left midthigh 
amputations was fitted with a suction socket 
prosthesis and is learning to climb ladders pre- 
paratory to going back to work as a sheet-metal 
worker. 
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In March 1957, two to three days after 
cutting his toenails, the second toe of his 
left foot started to swell. The swelling 
spread and gangrene set in up to the 
instep. He was admitted to the hospital 
on April 1, and midthigh amputation 
was performed on May 27. The stump 
healed in five days and, twelve days after 
amputation, the patient was walking 
with a pylon. Later he was fitted with a 
conventional prosthesis and learned to 
climb a ladder. 

He was discharged on August 3, 1957, 
intending to go back to work on Octo- 
ber 20. On October 12, however, the 
stump suddenly started to swell and 
would not fit the socket. The patient 
was readmitted and treated for throm- 
bophlebitis of the femoral vein. When 
this had subsided, the stump was shrunk 
back to within | inch of its old circum- 
ference. A new socket was ordered and 
training was restarted. In short order, 
the patient was walking again and able 
to climb ladders, which he had to do in 
his work (figure IV). He was discharged 
on December 5, intending to go back to 
his old work as a sheet-metal worker. 


Case 5. Right Below-Shoulder 
Amputation 


This 65-year-old veterinarian was ad- 
mitted in June 1957 for the treatment 
of pneumonia. When he recovered from 
this, he asked about the possibility of 
a prosthesis. 

In February 1944, he had sprained his 
right wrist while falling. This was treat- 
ed with a heat lamp, which had caused 
blisters. The blisters became infected 
and cellulitis of forearm developed, ac- 
companied by high fever. The arm had 
to be amputated below shoulder, and 
the wound was left open, with bone 
sticking out. By July 1944, it was healed 
over by scar tissue. 

The patient suffered a great deal from 
phantom pain and was never fitted with 
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a prosthesis because it was thought that 
the stump was too short. In 1952, he had 
a neuroma removed, but it did not affect 
the phantom pain. In 1955, he had 114 
inches of bone stump removed to permit 
covering of the end by normal skin. 
Since then, he had not had any phantom 
pain. The patient is a veterinarian and 
was active in practice after losing his 
right arm. He learned to work left-hand- 
ed, but did so under great handicap. He 
was not able to hold the animals, use 
syringes, and so on, and had to employ 
extra help. He saw how well other am- 
putees in the hospital used artificial arms 
and felt sure that one would be of great 
help to him. 


On examination, the patient was found 
to have a 514-inch right upper extremity 
stump. The motion in the shoulder joint 
was so restricted that it was felt that a 
shoulder disarticulation prosthesis might 
have to be used. However, before de- 
ciding upon what prosthesis to use, it 
was agreed that patient should be put on 
a course of heat, massage, exercises, and 
stretching to loosen up the shoulder 
joint and develop the musculature. ‘This 
was started on September 26. After two 
weeks of this treatment, the shoulder 
joint had loosened up to such an extent 
that it was decided to order a prosthesis. 
This arrived on October 25, by which 
time the shoulder joint had 80 degrees 
abduction, 50 degrees internal rotation, 
and 60 degrees external rotation. The 
patient was started on prosthesis train- 
ing. It was found that his emphysema 
limited his training period to one-half 
hour. To improve this, patient was start- 
ed on chest mobilization exercises, ab- 
dominal diaphragmatic breathing exer- 
cises, and short-wave diathermy to chest. 

His working and walking capacity in- 
creased with this treatment and, when 
he was discharged on December 20, 1957, 
he could work in two-hour stretches and 
could walk 186 steps at a pace of 60 
steps per minute before he got out of 




















FIG. Vv. A 65-year-old veterinarian with right arm amputation twelve years before is learning to give 


t injections after being fitted with a prosthesis. He had to have help for this previously. 
1 
l 
r 


breath. At time of discharge, he felt injections by himself, holding the skin 


P that the prosthesis would be of great of the animal with the hook and manipu- 

‘ help to him in his work, and that he — lating the syringe with his left hand 

. now would, for instance, be able to give as shown in figure V. 

t 
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‘ VIBRATION SENSE IN OLD AGE is normal except in persons with some 

d disease associated with neurologic complications. 

: Among 1,200 subjects aged 17 to 90 years, there was no impairment 

; in 100 per cent of the age groups through 59 years, in 98 per cent 

Fi through 69 years, in 91.5 per cent through 79 years, and in 77.4 per 

3 cent at 80 years and older. In the 20 individuals with loss of vibratory 

perception, moderate peripheral disease and either iron-deficiency or 
normochromic anemia were apparently contributing factors. 

be ' 
H. A, HIMEL and R. IAN MACDONALD: A fallacy in clinical medicine—vibration sense in 

a the aging and aged. Canad. M. A. J. 77: 459-462, 1957. 
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QUERIES AND THERAPEUTIC NOTES 


Adrenocorticosteroids and 
their synthetic analogs in 
aging patients with arthritis 


EDWARD W. BOLAND, M.D. 


LOS ANGELES 


Q. When may adrenal cortical steroids 
or their synthetic analogs be used ad- 
vantageously in elderly arthritic patients? 


A. Three types of arthritis are demon- 
strated most frequently by elderly patients 
-osteoarthritis (degenerative joint dis- 
ease), rheumatoid arthritis, and gouty 
arthritis. Systemic steroid therapy is not 
indicated for osteoarthritis. However, 
intra-articular instillations of certain 
esters (acetate or tertiary-butyl acetate) of 
hydrocortisone or prednisolone may pro- 
vide temporary symptomatic relief for 
painful osteoarthritic joints which are 
accessible anatomically for injection. 
Steroids have little or no place in the 
present-day management of gouty arthri- 
tis because both the acute and chronic 
phases may be handled more _ success- 
fully by nonhormonal measures, such 
as dietary restriction, colchicine, pro- 
benecid, and phenylbutazone. Oral ster- 
oid therapy is highly effective in con- 
trolling the active manifestations of 
rheumatoid arthritis, and it is indicated 


EDWARD W. BOLAND is chairman of the Depart- 
ment of Medicine, St. Vincent’s Hospital, Los 
Angeles. 
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for selected cases; moreover, intra-articu- 
lar administration frequently serves as 
a helpful auxiliary procedure. 


Q. How commonly is rheumatoid arthri- 
tis encountered among elderly patients? 


A. Rheumatoid arthritis is seen not in- 
frequently among patients past the age 
of 60 years. The disease begins more 
commonly between the ages of 20 and 
10 years, but the onset is after the age of 
60 in approximately 10 per cent of cases. 
Moreover, rheumatoid arthritis often 
runs a long, persistently active or recur- 
rent course over a span of many years 
and frequently extends into later life. 
In any large random series of rheuma- 
toid arthritic patients, 20 to 25 per cent 
of them will be 60 years of age or older. 


Q@. What factors should influence the 
physician’s decision to prescribe systemic 
steroid therapy to elderly rheumatoid 
patients? 


A. In general, the indications are the 
same as for younger patients, but de- 
cision should be made with greater cau- 
tion because elderly patients are more 
liable to have other concurrent diseases 

















which may alter their suitability for 
treatment or complicate management. 

The following policies should guide 
the physician in selecting patients: 

1. More conservative and simpler 
methods should first be given a fazr trial. 
This applies particularly to patients 
whose disability is not great and whose 
disease is relatively mild in form or 
short in duration, when judgment based 
on experience indicates that the proc- 
ess has a good chance for early natu- 
ral reversal. If conservative measures 
prove inadequate, the patient’s fitness for 
steroid therapy should be considered. 

2. Steroids should be prescribed only 
when the rheumatoid process is poten- 
tially responsive. Improvement may be 
expected in those manifestations due to 
active inflammation, not in those due to 
irreversible structural damage. 

3. Absolute contraindications must be 
ruled out before instituting treatment. 
These include active tuberculosis, psy- 
choses, or severe psychoneurosis, active 
peptic ulcer, marked renal insufficiency 
from any cause, and Cushing’s syndrome. 
The possible hazards from relative con- 
traindications should be carefully 
weighed. The risk of administering ster- 
oids is increased by certain conditions 
such as arrested tuberculosis, diabetes of 
any degree, past history of peptic ulcer, 
generalized osteoporosis, and convulsive 
disorders. 

4. Candidates should qualify on several 
points of stability. These include: their 
capacity for sustained cooperation during 
a necessarily prolonged period of treat- 
ment; their full understanding of the 
limitations and possible dangers in- 
volved; their willingness to accept, in 
the interest of safety, partial improve- 
ment from doses of reasonable size; and 
their availability for close medical super- 
vision. 

5. Steroids should not be prescribed 
to the exclusion of other time-tested 
helpful procedures. Management should 





also include a sound comprehensive pro- 
gram consisting of a well-regulated rest 
and exercise program, a properly bal- 
anced diet, the avoidance of undue emo- 
tional stress, physiotherapeutic proce- 
dures and graded muscle exercises, the 
careful handling of affected joints with 
supports and splints, occupational and 
rehabilitative measures, and simple anal- 
gesics. 


Q. What coexisting pathologic condi- 
tions create special problems in elderly 
patients and what precautions should be 
taken? 


A. Many of the infirmities of age pose 
problems in steroid management. Among 
the more common ones are osteoporosis, 
arteriosclerosis and its attendant changes 
in special organs (heart, brain, and kid- 
ney), and diabetes mellitus. 
Generalized osteoporosis is promoted 
by both senility and rheumatoid arthri- 
tis, and steroid therapy tends to accelerate 
the demineralization. Spontaneous frac- 
tures, especially compression fractures 
of vertebral bodies, are serious and not 
uncommon complications of protracted 
steroid administration in patients past 
the age of 60. Steroid therapy is a cal- 
culated risk when there is evidence of 
already existing osteoporosis, but it may 
be justified when the ravages of the dis- 
ease have seriously curtailed the patient’s 
functional capacity. To combat the de- 
calcifying effects of steroids, diets high 
in protein and calcium and the use of 
anabolic agents, such as norethandro- 
lone, have been recommended; however, 
their effectiveness as countervailing meas- 
ures has not been fully established. 
Steroids must be prescribed with cau- 
tion and discrimination for patients with 
impaired cardiac function or hyperten- 
sion. Under such circumstances certain 
synthetic analogs of hydrocortisone or 
cortisone—prednisone, prednisolone, 6- 
methyl prednisolone (Medrol), 9-alpha- 
fluoro-16-hydroxyprednisolone (Triam- 
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cinolone)—which are less likely to create 
electrolyte disturbances, such as sodium 
retention and potassium loss, are pre- 
ferred. Should edema intervene, the sup- 
plemental administration of one of the 
newer oral sodium diuretic compounds, 
such as chlorothiazide (Diuril), is often 
effective and may obviate the necessity 
for rigid restriction of salt in the diet. 
Each of the available antirheumatic 
steroids has glycogenic activity, and their 
administration will upset the sugar me- 
tabolism of patients with coexisting dia- 
Mild or latent diabetes 
need not necessarily prohibit their use 


betes mellitus. 
in moderate doses, however, providing 
the aggravated condition can be man- 
aged successfuly by dietary means and, 
insulin or Orinase. Dia- 
betes of more than moderate severity 


if necessary, by 


usually services as a contraindication to 
systemic steroid therapy. 

Periods of intercurrent stress—from 
surgical procedures, infections, sudden 
vascular complications, and so on—are 
more likely to occur among elderly pa- 
tients. Because prolonged steroid admin- 
istration causes relative adrenal cortical 
insufficiency, the patient’s own adrenal 
glands may not be able to supply the 
additional corticoids demanded during 
periods of extraordinary stress; under 
such circumstances the increased amounts 
required must be supplied exogenously. 
It is our practice, for example, to fortify 
the patient with extra doses, usually 
100 to 150 mg. of cortisone acetate in- 
tramuscularly, for one or two days pre- 
ceding surgery and on the morning of 
operation. Thereafter, the usual main- 
tenance dosages are prescribed or addi- 
tional amounts are gradually tapered 
down, depending on the patient’s post- 
operative condition. Hydrocortisone, 
suitable for intravenous administration, 
should be kept available to counteract 
sudden shock, if the usual precautions 
insufficient. The reinforcement 
period should not be unnecessarily pro- 


prove 
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longed, however, as excessive amounts 
of steroids may retard wound healing. 


Q. What dosage scheme should be adopt- 
ed for elderly patients with rheumatoid 
arthritis? 


A. As with younger patients, the general 
policy should be to promote and _sus- 
tain that degree of improvement which 
can be accomplished safely. The main- 
tenance of improvement is dependent on 
continuous administration and, ordinar- 
ily, dosage should be regulated in three 
stages: an initial period of suppressive 
doses, then gradual reduction of dosage, 
and, finally, the uninterrupted adminis- 
tration of the smallest daily amounts 
which are optimal for the individual pa- 
tient—that is, the best antirheumatic con- 
trol possible with “safe” levels of dosage. 
Rheumatoid patients vary in their re- 
sponse to steroids, in their susceptibility 
to adverse hormonal reactions, and in the 
circumstances which attend their illness, 
so there can be no fixed rules for regu- 
lating dosage. However, the following 
suggestions may prove helpful: 

1. If dosage requirements for good con- 
trol are larger than can be safely toler- 
ated, the patient must settle for results 
which, even though still worthwhile, are 
less than desired. 

2. Initial suppressive doses should not 
be too large or continued too long. The 
achievement of rheumatic control in a 
leisurely fashion, with dosages close to 
the maintenance level, will 
often prevent unwanted reactions from 
the beginning. Initial total dosages per 
day in the neighborhood of the follow- 
ing usually suffice: for severe cases--60 
to 65 mg. of hydrocortisone, 12.5 to 15 


estimated 


mg. of prednisone or prednisolone; for 
moderately severe cases—50 to 60 mg. of 
hydrocortisone, 10 to 12.5 mg. of pred- 
nisone or prednisolone; and for mod- 
erate cases—40 to 50 mg. of hydrocorti- 
sone, 7.5 to 10 mg. of prednisone or 
prednisolone. 














3. Reductions from initial suppressive 
to smaller maintenance doses should be 
made slowly by decrements of 5 to 10 
mg. for hydrocortisone and 1.25 or 2.50 
mg. for prednisone at intervals of every 
seven to fourteen days. 

4. Maintenance dosage should be de- 
termined principally on the basis of clini- 
cal improvement and the occurrence of 
undesirable side effects. The usual range 
for maintenance doses is as follows: se- 
vere cases—40 to 60 mg. of hydrocorti- 
sone, 10 to 15 mg. of prednisone or pred- 
nisolone; for moderately severe cases— 
30 to 50 mg. of hydrocortisone, 5 to 10 
mg. of prednisone or prednisolone; and 
for moderate cases—10 to 30 mg. of hydro- 
cortisone, 2.5 to 7.5 mg. of prednisone 
or prednisolone. 

5. Maintenance doses, once established, 
should be considered as relative, not 
fixed. Fluctuations in disease activity are 
characteristic of rheumatoid arthritis 
and these demand adjustments in dos- 
age. Such adjustments should be made 
by small milligram changes, not by large 
or erratic swings. 

6. Maintenance requirements vary in 
individual cases, but the amounts need- 
ed depend more on the activity of the 
process and on the physical or emotional 
stress to which the patient is subjected 
than on other factors. Successful man- 
agement may depend as much on proper 
regulation of the patient’s activities as 
on proper manipulation of medication. 

7. Steroids should be prescribed in 
divided doses because available prepara- 
tions are absorbed quickly and their ef- 
fects are dissipated rapidly. Proper divi- 
sion of dosage, such as 3 or 4 times a day 
(following meals and at bedtime) pro- 


vides more even control and may lessen 
the total daily requirement. To mini- 
mize digestive complaints and complica- 
tions, nonabsorbable antacids should be 
taken with each dose of steroid; this is 
particularly indicated when prednisone 
or prednisolone is employed. 





8. If, during the course of otherwise 
successful management, an exacerbation 
of arthritis develops in one or a few 
joints, the flare-up may often be sup- 
pressed by the intra-articular instillation 
of an esterified preparation of hydro- 
cortisone or prednisolone, without in- 
creasing the oral steroid dosage. 

9. When, for any reason, steroid ther- 
apy is discontinued, the dosage should 
be tapered off slowly to prevent with- 
drawal symptoms. Generally it is best to 
gradually wean the patient from treat- 
ment over a period of one to two months. 


Q. How do the results from systemic 
steroid therapy compare with those ob- 
tained among younger patients? 


A. The achievement and maintenance 
of adequate degrees of improvement are 
influenced principally by two factors: 
the severity and the duration of the dis- 
ease. Among elderly patients the arthritis 
has frequently been present for many 
years and considerable structural damage 
may have occurred. In such instances the 
response to steroids, in terms of both 
anti-inflammatory effect and functional 
rehabilitation, may be iess satisfactory 
than in younger persons. However, when 
the disease has been relatively recent in 
onset the results from systemic steroid 
therapy may be excellent. Often rheu- 
matoid arthritis beginning after the age 
of 60 years is not severe, and many elder- 
ly patients can be managed successfully 
with relatively small maintenance dos- 


aves 
ages. 


Q. When is intra-articular steroid ther- 
apy indicated in patients with osteo- 
arthritis? 


A. Although osteoarthritis is the most 
common form of jcint disorder encoun- 
tered among elderly patients, it does not 
frequently produce serious disability. In 
most instances the degenerative changes 
are either asymptomatic or are accom- 
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panied by only mild or temporary symp- 
toms which are best treated by simple 
measures, such as rest for affected joints, 
physical therapy, weight reduction, and 
salicylates. Medical treatment, when in- 
dicated, is palliative at best, and there 
is usually no justification for the systemic 
administration of potentially hazardous 
drugs. In instances when pain and dis- 
ability are pronounced and the involved 
joint is accessible for injection, the intra- 
articular instillation of a slowly absorbed 
ester of hydrocortisone or prednisolone 
may provide temporary symptomatic re- 
lief. Ordinarily, primary osteoarthritis 
affects only certain peripheral joints: 
commonly, the distal and proximal in- 
terphalangeal articulations of the fingers, 
the knees, and the hips; and less com- 
monly, the carpometacarpal and the 
metacarpophalangeal joints of the 
thumbs, the metatarsophalangeal articu- 
lations of the great toes, and the acromio- 
clavicular joints. Of these, usually only 
such weight-bearing joints as the knees 
and hips become sufficiently painful or 
disabling to warrant intra-articular in- 
jections. From the standpoints of worth- 
while response and facility of adminis- 
tration, local treatment is more reward- 
ing for knees than for hips. Occasionally, 
one or more small joints of the fingers 
will become swollen and quite painful 
and intra-articular injections may be 
helpful in tiding the patient over a trou- 
blesome period. Degenerative changes in 
the spine do not lend themselves to local 
steroid therapy. 


Q. What steroid preparations are pre- 
ferred for intra-articular injection and 
what dosages should be used? 


A. Three preparations are available com- 
mercially: hydrocortisone acetate, hydro- 
cortisone tertiary-butyl acetate, and pred- 
nisolone tertiary-butyl acetate. Each of 
these preparations promotes about the 
same degree of relief when proportion- 
ally effective doses are given. The dura- 
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tion of effect is said to be somewhat 
longer with the tertiary-butyl acetate 
than with the acetate ester, and the 
prednisolone preparation is reported to 
be twice as potent as hydrocortisone per 
milligram. 

During the past two years we have 
employed much larger unit dosages than 
formerly because with them the propor- 
tion of immediately favorable responses 
is greater and the duration of relief is 
distinctly longer. It is now our practice 
to instill 100 to 200 mg. of hydrocorti- 
sone acetate into a large joint, such as 
an osteoarthritic knee, and 10 to 50 mg. 
into smaller joints. Such large individual 
dosages are made possible by the avail- 
ability of concentrated suspensions of 
100 to 200 mg. per cubic centimeter. 


Q. How long do the benefits from intra- 
articular injections last and how often 
may injections be repeated? 


A. The duration of relief is quite vari- 
able, and it may differ in the same joint 
from one injection to another. Results 
seem to depend on several factors, includ- 
ing the severity of the joint damage, the 
amount of trauma (excessive weightbear- 
ing, overuse) to which the joint is sub- 
jected, the number of milligrams in- 
stilled, and the technical skill of the 
physician. Following the instillation of 
100 to 200 mg. of hydrocortisone acetate 
into an osteoarthritic knee, for example. 
worthwhile improvement may endure 
for two to eight weeks, sometimes longer. 
If relief is not appreciable or is tran- 
sient, lasting only a few days, this type 
of ‘treatment should be abandoned. Or- 
dinarily, injections should not be re- 
peated more often than every four to 
six weeks. It should be emphasized that 
intra-articular injection is not without 
such hazards as joint infection and hem- 
orrhage, and the procedure must be ac- 
complished with full knowledge of ana- 
tomic considerations and strict aseptic 
technic. 
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Dr. Cooper's achievements in treating par <Insonism 


WALTER C. ALVAREZ, M.D. 


CHICAGO 


W' ARE HAPPY to have in this issue 
the fine article by Doctors Irving S. 
Cooper, Gonzalo J. Bravo, Manuel Rik- 
lan, Norman W. Davidson, and Edmond 
A. Gorek, who report on the excellent 
work that they have been doing in help- 
ing patients with Parkinson’s syndrome. 
As they say, the many drugs designed to 
quiet tremor and relieve rigidity of mus- 
cles have helped only 10 or 15 per cent 
of the patienis. 

One day, years ago, as Dr. Cooper was 
operating on a man’s brain, he had to 
tie the anterior choroidal artery. ‘Vo his 
surprise, when the patient came out of 
the anesthetic, his tremor and _ rigidity 
were gone. For a while after this Dr. 
Cooper tried this operation on a number 
of patients, but difficulties developed, 
and the procedure did not always work. 

He then started injecting alcohol into 
certain small areas in the brain which 
he had come to see were concerned with 
producing the symptoms of parkinson- 
ism. As the doctor and his associates now 
report, these injections have worked well 
in about 80 per cent of the cases; the 
mortality has been about 3 per cent and 
the incidence of hemiplegia following 


injection has been 2 per cent. 

Obviously, the operation cannot be 
done on all persons. Contraindications to 
surgery are mental deterioration with 
psychosis, also the presence of severe 
symptoms such as fever, or excessive sali- 
vation, or pseudobulbar palsy with in- 
ability to speak. It is important not to 
operate on a person who is physically 
and psychologically much older than his 
years, or whose heart and kidneys are 
in poor condition. 

It is now established that good results, 
when obtained, tend to persist. The best 
cases for operation are those in which 
the symptoms are only on one side, but 
the injections can be performed on the 
second side after an interval of six 
months. As the patients lose their tremor 
and rigidity they tend to lose their anx- 
iety and tension. They become more 
optimistic, and they get back their in- 
terests in the outside world. Only some 
15 per cent of the patients were mentally 
disturbed right after the operation, and 
most of them gradually got over this. 

As the authors say, these operations of 
chemopallidectomy and chemothalamec- 
tomy relieve only some components of 
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the syndrome of parkinsonism. The pa- 
tient generally feels much better, his 
face looks more animated, and the prog- 
ress of the disease is stopped. 

Very wisely, Dr. Cooper and his asso- 
ciates have asked other neurologists to 
pass on the condition of the patients 
they have operated on, and many of the 
reports from home physicians and neu- 
rologists have been good. Probably as 


How people age 


WAS READING in that delightful little 
I magazine, Planiation Health, which 
is edited by my good friend Dr. N. P. 
Larsen of Honolulu, an interesting pas- 
sage from some unknown author. 

I should like to quote it here, for it 
says so well that many of the character- 
istics of age are found in a person’s state 
of mind. “Youth is not a time of life, 
it is a state of mind. It is not a matter 
of ripe cheeks, red lips, and supple knees; 
it is a temper of the will, a quality of 
the imagination, a vigor of the emotions. 
It is the freshness of the deep springs 
of life. 

“Youth means a temperamental pre- 
dominence of courage over timidity, of 
appetite for adventure over the love of 
ease. This often exists in a man of 50 
more than in a boy of 20. 

“Nobody grows old by merely living 


a number of years. People grow old by 
deserting their ideals. Years wrinkle the 
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time passes, the surgeons will develop such 
skill that the number of poor results now 
obtained can be lessened. All of those 
who are interested in geriatrics will re- 
joice with Dr. Cooper and his associates 
in their remarkable achievement; all will 
rejoice that at last something has been 
done for these unhappy people with their 
stiff muscles and their shaking hands. 


skin, but to give up your enthusiasm 
wrinkles the soul. Worry, doubt, self- 
distrust, fear, and despair . . . these are 
the long, long years that bow the heart 
and turn the greening spirit back to dust. 
“Whether 60 or 16, there is in every 
human being’s heart the lure of wonder, 
the sweet amazement at the stars and 
at the starlike things and thoughts, the 
undaunted challenge of events, the un- 
failing, childlike appetite for ‘what next,’ 
and the joy of the game of living. You 
are as young as your faith, as old as your 
doubt; as young as your self-confidence, 
as old as your fear; as young as your 
hope, as old as your despair. 
“In the central place of your heart is 
a wireless station. So long as it receives 
messages of beauty, hope, cheer, gran- 
deur, courage, and power from God and 
from your fellow men . so long are 
you young. 
WALTER C. ALVAREZ, M.D. 
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All books intended for review and all correspond- 
ence relating to this department should be sent 
to Book Editor, Geriatrics, 84 South Tenth 


Street, Minneapolis 3, Minnesota. 


Function of the Ureter and Renal Pelvis 
FREDRIK KIL, M.D., 1957. Philadelphia: W. 
B. Saunders Company. 215 pages. 

This monograph reports an extensive series 

of experiments concerned with the funda- 

mental mechanisms of urine transport from 
the renal pelvis to the bladder. All observa- 
tions were made on patients using a pressure- 
recording instrument which permitted uro- 
metric tracings of the phasic changes in 
pressure within the pelvis and ureter. Pres- 
sures were transmitted to the instrument via 
a modified ureteral catheter introduced 
cystoscopically. Synchronized roentgenograms 
were sometimes taken to permit simultaneous 
comparison with the pressure diagrams. 
Although this work is chiefly concerned 
with a description of normal mechanisms, 
other observations of immediate practical 
the effect 
of various drugs. Kiil was unable to find any 
significant change in ureteral transport re- 
sulting from use of a wide variety of medi- 
cations, including atropine, Urocholine, Ban- 
thine, narcotics, Benadryl, and even spinal 
anesthesia. These other observations 
lead to the conclusion that contraction and 


interest were also made, such as 


and 


relaxation of the ureter and pelvis are €n- 
tirely free of neural control, a sharp contrast 
to peristalsis in the intestine. There is, then, 
no evidence indicating the use of drugs to 
relax the caused by stones. 

According to Kiil, the renal pelvis con- 
tributes relatively little to normal urine 
transport. The intrapelvic pressures varied 
only slightly between the contraction and 
relaxation phases and in general were much 
lower than those found in the ureter. Urine 
transport is apparently initiated when the 
upper ureter enters its relaxation phase. At 
that time the ureteropelvic junction is open, 
and the pressure in the ureter is even lower 


ureter in colic 
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than in the pelvis. In consequence, urine 
flows more or less passively down from the 
pelvis to fill the upper ureteral segment. 
With onset of ureteral contraction, the 
ureteropelvic junction closes first, and the 
urine is now propelled downward by ureteral 
peristalsis. The propulsive force comes from 
the ureter, not from the pelvis. 

These observations speak importantly with 
regard to hydronephrosis and plastic opera- 
tions on the ureteropelvic junction. Hy- 
dronephrosis is caused either by a stiff ureter- 
opelvic “valve,” or a strictured ureteropelvic 
junction. If the “valve” is stiff, it does not 
close, and urine refluxes back into the pelvis; 
if it is strictured, passage of urine from pelvis 
to ureteral cone is restricted during the phase 
of passive filling. The ideal plastic operation 
for hydronephrosis should result in a widely- 
patent ureteropelvic junction permitting pas- 
sive filling of the ureteral cone during the 
filling phase. At the same time, the junction 
should not be so stiff as to fail to close at 
the onset of ureteral peristalsis. 

The monograph is filled with a wealth of 
ingeniously contrived experiments and repre- 
sents a valuable contribution in the field of 
ureteral physiology—a field, however, of lim- 
ited interest to the general reader. 

C. W. VERMEULEN, M.D. 
Chicago, Illinois 


Peripheral Circulation in 
Health and Disease 

WALTER REDISCH, M.D., and FRANCISCO F. 
1957. New York: Grune & 
Stratton, Inc. 154 pages. $7.75. 


rANGCO, M.D., 


The recent development of a large number 
of synthetic drugs for use as vasodilators is 
arousing renewed interest in the treatment 
of peripheral vascular diseases—interest which 
is reflected in this comprehensive and _thor- 
oughly up-to-date volume. The illustrations 
are excellent, and some provide a most in- 
formative stereoscopic view. 

Anatomy and physiology are discussed, and 
there are detailed descriptions of the simple 
circulation tests which are available to the 
practitioner as well as the more complicated 
laboratory procedures. The pathologic alter- 
ations and disease entities, both arterial and 
venous, are defined, with a particularly good 
description of the physiologic adjustments 
arising in response to the various pathologic 
states. One section presents an up-to-date 

(Continued on page 64A) 
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both the 
medical and surgical management of arterial 
and venous disease. 

The fundamental and thoroughly modern 
character of the work is illustrated by the 
statement that the blood flow through skele- 
tal muscles in man seems to depend upon 
work performances rather than upon sympa- 
thetic innervation. There is emphasis upon 
the difference which seems to exist between 
skeletal muscle and skin in their response 
to sympathetic innervation. 

Phis book is not written off the top of the 
mind of each author. The documentation of 
each feature is adequate and validated by 


summary of the methods used in 


deep experience and thorough research. For 
this reason, it has a special value for the 
general practitioner and the specialist alike. 
Its brevity and conciseness add to its worth. 
S. MARX WHITE, M.D. 

Minneapolis, Minnesota 


Five Hundred Over Sixty 


BERNARD KUTNER, DAVID FANSHEL, ALICE M. 
1956. New 
York: Russell Sage Foundation. 345 pages. 
$4.00. 


roGO, and THOMAS S. LANGNER, 


This is a report of a community survey; 500 
urban persons aged 60 or more were inter- 
viewed in an effort to ascertain what factors 
individual 
An analysis of community 
facilities available to the “aged” is included. 
Apparently the sociopsychologic definition 
of aged includes all persons of 60 or over. 

The study sought answers to three major 
questions. What social and cultural factors 
assist adjustment to aging? What are the 
characteristics of those most successful in 
adaptation? What kind of programs are 
needed to serve the aged? 


were involved in theit “adjust- 


ment to aging. 


Most of the conclusions reported regard- 
ing the first two of these questions have been 
self-evident for many But it 
little first-hand, realistic ex- 
perience with older people, to have this 
statistical validation. 


years. is nice, 


for those with 


The study is a small 
one in all dimensions. It is sound as far as 
it goes, but that isn’t very far. Its claim to 
breadth is based on the fact that 500 persons 
were interviewed, but this sample came 
from a rather special type of community. 
The lack of depth is a more serious matter. 
The sociopsychologic concept of “adjust- 


64A 


ment to age” as a panacea for many ills of 
aging persons is superficial and naive. This 
reader was reminded of the faith placed in 
“adjustment of the vertebra” by chiroprac- 
tice. The prototypes created for statistical 
analysis represent unrealistic “paper people.” 
The “well-adjusted” seem as dull as paper 
dolls. Individual variation, which becomes 
intensified with advancing age, is too incon- 
venient to receive the attention it warrants. 
This book is useful in orienting beginning 
students to some aspects of sociologic geron- 
tology. For those who have had experience 
in working with older people it has little 
to offer. 
EDWARD J. STIEGLITZ, M.D. 
Washington, D.C. 


Pott’s Paraplegia 

D. LI. GRIFFITHS, M.D., J. H. SEDDON, M.D., and 

R. ROAF, M.D., 1956. New York: Oxford Uni- 

versity Press. 129 pages. $12.75. 
This monograph is an important contribu- 
tion to the surgical treatment of paraplegias 
resulting from Pott’s disease. The authors 
recognize that the incidence of severe para- 
plegias associated with spinal tuberculosis has 
been appreciably reduced by improved diag- 
nostic and control measures as well as earlier 
and more effective therapy. However, sufh- 
cient remain, both here and 
abroad, to warrant further discussion of 
these problems. 


reservoirs 


The clinical features, pathologic altera- 


tions, and roentgenographic findings asso- 
ciated with paraplegias of “recent onset” and 
of “late onset” are reviewed in adequate de- 
tail to serve as the basis for the thesis that 
relatively short periods of conservative ther- 
apy are required to determine the need for 
surgical intervention. The findings in 175 
unselected patients are summarized in rela- 
tion to onset, age, clinical course, prognosis, 
type of operation, and autopsy data. This 
group is compared with a group of 53 se- 
lected patients who had been subjected to 
surgical correction. 

The operative technic is described care- 
fully, and the need for meticulous attention 
to certain details is emphasized. The authors 
prefer an anterolateral decompression of the 
spinal cord and feel that costotransversec- 
tomy, laminectomy, or lateral rhachiotomy 
is inadequate. The absolute and _ relative 
indications for surgical correction of Pott’s 
paraplegia are outlined very clearly and con- 
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The psychological needs of the elderly confront physicians with one of their 

most perplexing problems. Perhaps no other patient group suffers so much 

from emotional distress. Yet, precisely because of their age, geriatric patients 
l often seem beyond the reach of tranquilizing treatment. 

When tranquilization seems risky... 

They are too much beset by complicating chronic ailments, too susceptible 

to serious side effects. Ataraxia is clearly indicated, yet the doctor cannot 

risk side reactions on liver, blood or nervous system. 

Is there an answer to this dilemma? 


S We feel there is. In four recent papers investigators have reported good 
results with ATARAX in patients up to 90 years of age.* In one study, 
improvement was “pronounced” in 76%, “good” in an additional 18.5%.* 
ATARAX has been successfully used in such cases as senile anxiety, agita- 
tion, hyperemotivity and persecution complex.* On ATARAX, patients became 
) “|. . quieter and more manageable. They slept better and demonstrated im- 
proved relations with other patients and hospital personnel. Even their per- 
sonal hygiene improved, and they required less supervisory management.'’* 
- ATARAX is safe 
Yet even in the aged, ATARAX has given ‘‘no evidence of toxicity. . . . Com- 
plete liver function tests and blood studies were made on all patients after 
two months of therapy. . . . There were no significant abnormalities."* With 
still other elderly patients ‘‘tolerance to the drug was excellent, even in cases 
where the patients were given relatively high doses.”* Similarly, no parkin- 
sonian effects have been observed on ATARAX therapy. 
Nor does ATARAX make your patients want to sleep all day. Instead, they can 
better take care of themselves, because ATARAX leaves them both calm and 
alert. In sum, ATARAX “. . . does not impair psychic function and has a 
minimum of side effects. .. . It appears that ATARAX is a safe drug... .’’* 
These, undoubtedly, are the results you want when emotional problems beset 
your geriatric patients. For the next four weeks, won’t you prescribe tiny 
ATARAX tablets or pleasant-tasting ATARAX syrup — both so readily accept- 
able to the elderly. 
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cisely. The various types of surgical measures 
available are reviewed in an effort to prove 
the superiority of anterolateral decompres- 
§10Nn. 

This monograph has many charts, case 
summaries, illustrations, and prints and in- 
cludes an index and bibliography. This at- 
tractive book should be of considerable in- 
terest to all physicians interested in tubercu- 
losis of the spine with paraplegia and should 
be of special value to orthopedic surgeons. 

SUMNER S. COHEN, M.D. 
Minneapolis, Minnesota 


Society and Health 

WALTER E. BOEK, PH.D., and JEAN K. BOEK, 

PH.D., 1956. New York: G. P. Putnam’s 

Sons. 301 pages. $4.50. 

This easy-to-read, well-illustrated book dis- 
cusses anthropologic, psychologic, and social 
science knowledge as related to health serv- 
ices. The authors show keen understanding 
of the motivations of those receiving services 
and the reasons for certain kinds of behavior 
on the part of those giving services. 

Of most pertinent geriatric interest are 
the chapters and sections of chapters con- 
cerned directly with health services and or- 
ganizations. I believe the book offers most 
to those who are students in health-related 
fields such as nursing, medicine, public 
health, and work. Nevertheless, the 
importance of sound training in the social 


social 


sciences as the best background for work in 
health services is a message which is gradual- 
ly being heeded by both educator and prac- 
titioner. 

KAPLAN 
Minneapolis, Minnesota 


JEROMI 


Help Your Husband Stay Alive! 


HANNAH LEES, 1957. New York: Appleton- 
Century-Crofts, Inc. 242 pages. $3.75. 
All physicians interested in the care of men 
past middle age will find this book delight- 
ful, interesting, and thought-producing. An 
able woman points out that if women had 
sense they kinder to their 
husbands and would make home a happier 
place for them to come back to at night. 
Whether the pressure of business today is 
killing men is one of the many questions 
which Mrs. Lees answers. 
WALTER C. ALVAREZ, M.D. 
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New Books Received 


Books and publications received will be listed 
here each month. Books of special interest to 
our readers will be reviewed later as space 
permits. 


Cardiovascular Rehabilitation. PAUL D. WHITE, 
HOWARD A. RUSK, BRYAN WILLIAMS, and PHILIP 
R. LEE, editors, 1957. New York: McGraw- 
Hill Book Company, Inc. 155 pages. $6.50. 


The Physiologic Basis of Gastrointestinal 
Therapy. HEINRICH NECHELES and MARTIN M. 
KIRSHEN, 1957. New York: Grune & Stratton, 
Inc. 330 pages. 


Management of Complications in Eye Sur- 
gery. RK. M. FASANELLA, editor, 1957. Phila- 
delphia: W. B. Saunders Company. 422 
pages. $16. 


The Clinical Management of Varicose Veins. 
DAVID W. BARROW, 1957. New York: Paul B. 
Hoeber, Inc. 169 pages. $6. 


The Handicapped and Their Rehabilitation. 
HARRY A. PATTISON, editor, 1957. Springfield: 
Charles C Thomas. 944 pages. $14.75. 


The Century of the Surgeon. JURGEN THOR- 
WALD, 1956. New York: Pantheon Books, Inc. 
432 pages. $5.95. 


Biologic Basis of Cancer Management. 
FREDDY HOMBURGER, 1957. New York: Paul B. 
Hoeber, Inc. 354 pages. $10. 


Clinical Gastroenterology. EDDY D. PALMER, 
1957. New York: Paul B. Hoeber, Inc. 630 
pages. $18.50. 


Methodology of the Study of Aging. G. E. w. 
WOLSTENHOLME and CECILIA M. O'CONNOR, 
Boston: Little, Brown & Com- 
pany. Volume 3. 202 pages. $6.50. 


editors, 1957. 


Modern Science and Human Values. ¥. w. 
HALL, 1956. New York: D. Van Nostrand 
Company, Inc. 483 pages. $8. 


Neurologic and Psychiatric Aspects of Dis- 
order of Aging. JOSEPH E. MOORE, H. HOUSTON 
MERRITT, and ROLLO J. MASSELINK, editors, 
1956. Proceedings of the Association for Re- 
search in Nervous and Mental Disease, De- 
cember 1955. Baltimore: Williams & Wilkens 
Company. 309 pages. $8.50. 

Trends in Gerontology. NATHAN W. SHOCK, 
1957. Stanford: Stanford University Press. 
214 pages. $4.50. 
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Digests FROM CURRENT LITERATURE 








The Effects of Chronic Administration 
of Tolbutamide (Orinase ) 
in Aged Diabetics 


A. A; SILVER and H. NAGEL. Maryland M. J. 

6: 690-691, 1957. 

Continuing experience in the use of tolbuta- 
mide, an oral antidiabetic medication, re- 
veals that many patients require an initial 
dose of 6 tablets (3 gm.) on the first day 
followed by 3 tablets daily thereafter over a 
prolonged period before a satisfactory re- 
sponse occurs. Tolbutamide is given along 
with the usual dosage of insulin while the 
diet is kept constant. Reduction of insulin 
dosage is accomplished slowly and only after 
there has been a lowering of the blood sugar 
level. 

In a group of 20 patients aged 69 to 87, 
most of whom were residents of a home for 
the aged, there was no response at the end 
of one hundred days. After eight months, all 
but 3 of these patients are being maintained 
without 
between 90 and 120 mg. per cent. The re- 
maining 3 patients still require 40 per cent 
of their original insulin and are being main- 
tained on combined therapy. Patients have 


insulin, with fasting blood sugars 


been well, in good nutrition, and there have 
been no side effects. 

Patients who are controlled with tolbuta 
mide therapy will require insulin for con- 
trol of stressful situations such as infection, 
emotional strain. When 
such situations are corrected the insulin may 
once more be reduced to zero. Strict adher- 
ence to the diet is necessary at all times, and 


surgery, or severe 


an increase in the drug will not right a 
deviation from control. 


Management of 
Gastrointestinal Bleeding 


c. E. wirTs. Am. J. 


56-70, 1957. 


Gastroenterology 28: 


All patients with hematemesis or melena 
should be given an initial trial of medical 
management. 

The severity and site of bleeding must be 
determined as early as possible. The next 
step is one of exact diagnosis. The finding 
of gross blood in the stomach establishes the 
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site somewhere proximal to the ligament of 


Trietz. If portal hypertension with eso- 
phageal varices is suspected, a tube fitted 
with a balloon for tamponade should be 
used. If blood can still be aspirated after 
one or two hours of tamponade, the site 
should be suspected below the varix. A com- 
plete blood count, urinalysis, blood typing 
and cross-matching, and bromsulfalein ex- 
cretion test should be available at all times. 
Prompt upper gastrointestinal roentgen 
study should be undertaken as soon as the 
condition permits. Esophagoscopy and gas- 
troscopy may be used when roentgen study 
does not show a lesion. 

Medical management includes bed rest, 
whole blood transfusions, sedation, and early 
feeding. Sodium phenobarbital is preferable 
to narcotics. Dehydration and urinary out- 
put are used as a guide for fluid and electro- 
lyte administration. 

Because complete buffering of gastric juice 
is so effective in checking stomach bleeding, 
a Levin tube is passed as early as possible 
for aspiration and subsequent feedings. A 
protein dextrimaltose mixture is used be- 
cause sufficiently large amounts can be used 
to produce adequate buffering and still be 
well tolerated. An aluminum hydroxide, such 
as magnesium hydroxide gel, can also be 
given between feedings. Following maximum 
improvement, elective surgery is recom- 
mended, depending on the patient’s age and 
frequency of complication. If bleeding con- 
tinues or recurs despite supportive measures, 
immediate surgery should be considered. 

In cases of esophageal varices, protein- 
dextrimaltose feedings can be given as long 
as balloon tamponade is maintained. After 
stabilization the patient can be prepared for 
elective transesophageal varices ligation and 
then evaluated for portacaval shunt. 

Bleeding caused by drugs, infections, 
dyscrasias, and intracranial lesions can be 
handled medically. Gastric neoplasm, hiatal 
hernia, Mallory-Weiss syndrome, Curling’s 
ulcer, and mesenteric vascular occlusion reg- 
ularly require surgical treatment. Patients 
with eosinophilic gastritis, hereditary telan- 
giectasia, and prolapse of the gastric mucosa 
should be operated on only after all other 
measures fail. 

(Continued on page 70A) 
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Bleeding from inflammatory and neoplas- 
tic lesions of the small or large bowel usually 
stops after general supportive measures. 
Medical or surgical management is_ then 
undertaken, depending on the diagnosis. 


Nature of Edema in Paralyzed 
Limbs of Hemiplegic Patients 


A. N. EXTON-SMITH and J. J. CROCKETT. Brit. 

M. J. 5056: 1280-1282, 1957. 

Edema in the paralyzed limb of hemiplegic 
patients results from impairment of drain- 
age of protein from the tissues by the lym- 
phatics consequent upon the loss of muscular 
activity. Such edema, which is noted in about 
16 per cent of cases of hemiplegia, is more 
frequent and severe in the upper extremity 
and usually develops about two weeks after 
onset of paralysis. 

Examination of the edema fluid shows a 
high-protein content such as that found in 
other disease conditions attributable to a 
failure of drainage of tissue-fluid protein. 
The retained protein reduces the effective 
colloid osmotic pressure of the plasma and 
leads to accumulation of fluid in the extra- 
vascular extracellular compartment. Contrib- 
utory factors responsible for the develop- 
ment of edema in hemiplegia include in- 
creased venous pressure caused by lying on 
the affected arm, a dependent position of 
the paralyzed flaccid arm, splinting, venous 
thrombosis, and congestive cardiac failure. 
(rteriolar dilatation caused by a disturbance 
of vasomotor regulation in the brain may 
also play a part. Increased permeability of 
the capillaries on the hemiplegic side to 
protein is not a factor. 

When edema develops in the paralyzed 
leg and not the arm of hemiplegic patients 
confined to bed, thrombophlebitis in the 
leg should be suspected. 


Coronary Artery Disease—Influences 
Affecting Its Incidence in Males 
in the Seventh Decade 
R. G. BROWN, L. A. G. DAVIDSON, T. MCKEOWN, 
and A. G. W. WHITFIELD. Lancet 2: 1073- 
1076, 1957. 
Coronary artery disease does not appear to 
be related to smoking habits or emotional 
demands of elderly males between 60 and 
69 years of age. Among 1,062 males in the 
(Continued on page 72A) 
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Pacatal was instituted: 25 mg. t.i.d. 
Pacatal therapy saved this executive from 
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seventh decade, 89 had coronary artery dis- 
ease confirmed by cardiologic work-up. Al- 
most one-half of the men with coronary dis- 
ease had evidence of myocardial infarction. 
The location of the infarction was posterior 
in most patients. 

Nearly three-fourths of patients with coro- 
nary artery disease were left with angina of 
effort. Among those patients without evi- 
dence of infarction, only 5 had any electro- 
cardiographic abnormalities. 
with 
among 


infarction 
professional 
workers than among unskilled laborers. How- 
ever, angina was more commonly observed 
among manual Although 
disease is 


Coronary occlusion was 


much more common 


laborers. preva- 
unrelated to 


smoking and mental demands of occupation, 


lence of coronary 
the incidence is highest among sedentary 
workers. 

Although arterial pressures are lower in 
patients with individuals with 
other manifestations of coronary artery dis- 


occlusion, 


ease generally maintain elevated pressures. 


Differential Diagnosis of Bronchogenic 
Carcinoma and Pneumonia in Patients 
More Than Forty Years Old 


D. O. SHIELDS, R. S. MEADOR, H. M. DU BOSE, 
and Pp. L. RICHBURG. Am. Rev. Tuberc. 76: 
47-62, 1957. 

Pneumonia in older individuals is often slow 

to resolve and may be attributed to a num- 

ber of causes. In approximately one-fifth of 

62 such patients studied, poor roentgeno- 

graphic clearing persisted after two to three 

weeks of therapy. Such delay in resolution 
is often attributable to chronic bronchitis, 
emphysema, bronchiectasis, or mixed flora. 
Differentiation between pneumonia and 
bronchogenic carcinoma in middle-aged and 
elderly patients is often extremely difficult. 
The most helpful distinction between cancer 
and pneumonia is the regression of the lesion 
which occurs in pneumonia. In these pa- 
tients, roentgenographic clearing of more 
than 50 per cent is demonstrable in four to 
six weeks. Carcinoma which resembles pneu- 
monia generally shows clearing of less than 
50 per cent during the same time interval. 
(Continued on page 74A) 
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WASTRAN helps relieve fatigue by 
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onset of 


of 


Gradual symptoms, hemoptysis, 
and fever more than three weeks’ dura- 
tion following the start of antibiotic therapy 
is more common in bronchogenic carcinoma 
than pneumonia. Even when a positive pa- 
thologic diagnosis cannot be made following 
bronchoscopy, the presence thickening, 
fixation, constriction strongly suggests 
cancer. 


of 
and 


Exploratory thoracotomy should be _per- 
formed whenever malignancy is suspected. 
Localized pulmonary suppuration closely 
simulates carcinoma, making differentiation 
impossible. In these cases, thoracotomy 
should done. thoracotomy is delayed 
for a few weeks to see if resolution occurs, 
the patient should remain hospitalized. Dur- 
ing this time, planigrams to demonstrate 
bronchial obstruction or tumor should be 
made. Bronchoscopy and bronchial washings 
are also necessary diagnostic procedures. 


be 


Hazards and Safeguards 
in Steroid Therapy 
J. D. HARDY 
North 


and A. L. MEENA. Surg. Clin. 
37: 1425-1437, 1957. 
The untoward effects of steroid therapy com- 
monly represent exaggeration of the usual 
physiologic potentialities of the drugs used. 
These side effects almost always regress rapid- 
lv when hormone treatment is discontinued. 
All the features of Cushing’s syndrome can 
produced by intensive and prolonged 
corticosteroid therapy. Safeguards to mini- 
mize the incidence of side effects include a 
diet of high protein (200 gm.), high potas- 
sium (20 gm.), and low sodium (less than 
300 mg. per day); check of plasma electro- 
lytes and electrocardiogram to detect decline 
of potassium level and development of met- 


America 


be 


abolic alkalosis; estimation of fasting blood 
sugar to anticipate steroid diabetes; avoid- 
ance of excessive fluid retention by weigh- 


ing the patient regularly; 
checking of blood pressure. 

The usual clinical manifestations of in- 
fections may be absent, and careful observa- 
tion for spontaneous infections with pe- 
riodic chest x-rays will minimize dangers of 
unrecognized infection. Regular administra- 
tion of antacids will guard against develop- 
ment of esophago-gastroduodenal ulceration, 
hemorrhage, and perforation, and oral cal- 

(Continued on page 76A) 
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cium and vitamin D will guard against osteo- 
porosis. Patients undergoing operation with- 
in six months of receiving steroid therapy 
should be protected with hydrocortisone at 
operation since their own adrenals may be 
atrophied. 

Patients should weigh themselves regular- 
ly while receiving either androgen or estro- 
gen therapy, for both may cause water and 
salt retention. In addition, androgens may 
lead to a high-serum calcium, which should 
be checked weekly during treatment. 

Careful selection of patients for steroid 
therapy will minimize complications. Hyper- 
tension, heart failure, diabetes, pregnancy, 
peptic ulcer, tuberculosis, Cushing’s syn- 
drome, psychosis, and epilepsy are relative 
contraindications to the use of steroid ther- 
apy. 


Osteoporosis, Its Prevalence, 
Diagnosis and Treatment 

H. SEIDEL. Maryland M. J. 6: 692-699, 1957. 
Osteoporosis is present to some degree in 
30 per cent of women and 10 per cent of 
men over the age of 60. Its onset is insidious, 
with dull skeletal pain, sluggishness, weak- 
ness, and general fatigue. Symptoms are ag- 
gravated by physical activity and relieved by 
sitting or lying down. In later stages, diffi- 
culty in gait and use of arms and hands may 
be present. 

Osteoporosis may be classified as senile, 
postmenopausal, or that resulting from dis- 
use and immobilization or malnutrition. The 
largest bulk is caused by estrogen and andro- 
gen deficiency. It should be differentiated 


from osteomalacia, myeloma, metastases, hy- 
perparathyroidism, Cushing’s disease, and 
hyperthyroidism. In osteoporosis, the serum 
calcium, potassium, and alkaline phosphotase 
are all normal. 

Whenever osteoporosis is diagnosed or sus- 
pected it should be vigorously treated with 
life-long administration of androgens and 
estrogens, a high protein and vitamin diet, 
and the institution of proper physical ac- 
tivities. 


Skin Troubles in the Elderly 
BOWERS. M. Press 238: 508-511, 1957. 


A patient, especially an elderly person, with 
symptoms referred to the skin is not neces- 
sarily suffering entirely, or even mainly, from 
a skin disease. Therefore, assessment from a 
general medical standpoint is necessary for 
rational diagnosis and treatment. 

Melancholia aggrevates all the symptoms 
of any existing or intercurrent dermatosis, 
such as lifelong eczema, and can cause de- 
spairing rubbing and scratching with result- 
ing widespread areas of neurodermatitis and 
excoriation. 

Endogenous depression must be considered 
where any skin complaint is causing a dis- 
proportionate amount of misery or where 
lichenification or bizarre symptoms are prom- 
inent. Treatment with tranquilizers may be 
beneficial, but in other instances psychiatric 
aid must be sought. 

\garophobia, or fixed delusions of infesta- 
tion by insects, is sometimes seen in elderly 
patients. In diagnosis, one must examine 
for parasites, such as scabies, pediculosis, 
fleas, and bugs. Since no effective treatment 
exists for agarophobia, psychiatric aid or 
tranquilizers are used. 

(Continued on page 78A) 
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Cardiac failure, edema, and arterial nar- 
rowing promote the development of chronic 
leg ulcers which are difficult to heal. An ef- 
fective treatment is daily cleansing of the 
ulcer with dilute chlorhexidine solution, fol 
lowed by painting with gentian violet and 
wrapping with elastic web bandages. 

Uncontrolled diabetes may cause general- 
ized pruritis and pruritis vulvae and, com- 
bined with arteriosclerosis, lead to digital 
gangrene and ulcers. Treatment includes 
control of the diabetes, antibiotics, cleansing 
with chlorhexidine and gentian violet, and 
may necessitate bed rest. 

Senile pruritis and vaginitis are associated 
with the atrophy and dry inelastic skin of 
the elderly. Once all external, internal, and 
psychologic factors have been ruled out, 
treatment with oral or local estrogens is 
likely to produce rapid improvement;—caine 
group antipruritics are not recommended. 

Skin neoplasms in the elderly are not 
hopeless since many respond to x-ray therapy 
or local radioactive materials. 

The bullous eruptions of pemphigus vul- 
garis, formerly fatal, now respond to steroid 
therapy. 

Dermatitis herpetiformis (Duhring’s dis- 
ease) is almost always controllable by di- 
aminodiphenyl sulphone. 

In general, the atrophic skin of old peop 
must be treated with great respect. An 
pruritic ointments of all kinds are best avoid- 
ed and also the local use of antibiotics. 
Among the safer local soothants are lotions 
containing calamine, zinc oxide, lanolin, and 
possibly hydrocortisone. 


Hyperosmolarity in Adults: 


A Critical Review 
K. L. ZIERLER. J. Chron. Dis. 7: 1-22, 1958. 


Deficiency of body water results from too 
little fluid intake in the face of water loss. 
Water intake in a normal adult in temper- 
ate climate is 1.5 1. as fluid, 1.0 1. in food, 
and 0.3 1. formed in the body as water of 
oxidation, a total of 2.8 1. Loss is 1.7 1. urine, 
0.1 1. feces, 0.6 1. insensible loss through the 
skin, and 0.4 1. insensible loss in perspira- 
tion. 

Normally, antidiuretic hormone is released 
in response to hyperosmolarity, resulting in 
increased renal reabsorption of filtered water. 

(Continued on page 80A) 
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If antidiuretic hormone production is insufh- 
cient or the renal tubules do not respond 
to the hormone, large losses of dilute urine 
occur. If unusual quantities of solute are 
filtered through the glomeruli, even a nor- 
mal kidney with adequate antidiuretic hor- 
mone stimulation cannot prevent excess 
water loss. 

Serum hyperosmolarity resulting from 
hypernatremia occurs in adults when water 
intake is less than enough to meet usual 
water losses, as in debilitated, neglected 
losses are 
not compensated by increased intake. Water 
losses are increased by high-protein diet, 
uremia, hyperglycemia, fever, exposure to 
heat, hyperventilation, vomiting, diarrhea, 
and intracranial disease curtailing anti- 


persons, and exaggerated water 


diuretic hormone production. Hyperna- 
tremia may also be produced by administra- 
tion of large amounts of sodium chloride 
to patients unable to excrete hypertonic 
urine because of disease or 


renal heavy 


urinary solute loads of urea or glucose. 


in 
geriatric 
skin 
care 





Hyperosmolarity is preventable by atten- 
tion to water intake. To correct a deficit, 
5 per cent glucose in water is given intra- 
venously. Dehydration must not be too 
vigorous. A 70-kg. man with serum sodium 
concentration of 150 mEq. per liter has lost 
about 5 liters of body water, replaceable in 
one day. A concentration of 200 mEq. per 
liter indicates 13 liters lost, replaceable in 
three days. In addition to replacement needs, 
continuous water losses must be matched by 
intake. 


Prevention and Treatment of 
Postoperative Thromboembolic 
Disease in Genitourinary Surgery 

c. P. MATHE. J. Internat. Coll. Surgeons 

28: 765-766, 1957. 
Elevation of the foot of the bed and exer- 
cise immediately after operation are the 
most effective measures for the prevention 
of thromboembolic disease following genito- 
urinary operations. 

The Trendelenburg position is simple, in- 
expensive, and harmless and requires no 

(Continued on page 82A) 
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special technic. It can be used early and for 
all patients, even when pressure bandage or 
anticoagulant therapy is contraindicated as 
in severe arteriosclerosis. Venous stagnation 
is prevented and resistance of sludged blood 
is minimized. It also eliminates blood pool- 
ing, lessens development and propagation of 
clots, and minimizes formation and detach- 
ment of larger, fatal pulmonary emboli. 

Exercises are graded from contracting the 
leg and thigh muscles against resistance 
through flexing the knees and extending 
the feet four times every hour to repeated 
bicycle pedaling for five-minute intervals. 
Dangling the legs over the edge of the bed 
is no substitute for ambulation and does 
more harm than good. Sitting should be 
limited to ten-minute periods. 

Ambulation should be instituted after re- 
covery from anesthesia. Periodic walking 
promotes circulation and stimulates deeper 
breathing, improving the vital capacity of 
the lungs and hastening venous return. 


Promethazine Hydrochloride for the 
Control of Nausea and Vomiting 
During Spinal Anesthesia 


A. B. STEARNS and G. C. FREDERICKSON. IIli- 
nois M. J. 112: 267-269, 1957. 


Vomiting occurring with the use of spinal 
anesthetics is one of the serious obstacles to 
successful administration of this form of 
anesthesia. Promethazine is a powerful anti- 
emetic and hypnotic agent which can _ be 
used in conjunction with a spinal anesthetic. 
The antiemetic effect is pronounced, and the 
psychic effect usually produces a cooperative 
and tranquil patient sleeping throughout the 
operative procedure. The only undesirable 
action of promethazine is an occasional exag- 
gerated scopolamine response. Promethazine 
is a valuable adjunct to, and often obviates 
the necessity of, a second anesthetic with 
spinal anesthesia. 

Of 138 patients receiving spinal anesthesia, 
94 were given promethazine hydrochloride 
intravenously immediately before or after 
the anesthetic. The anesthetic agent was 

(Continued on page 84A) 
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of dizziness in cardio- 
vascular disease, cerebral 
arteriosclerosis, central 
nervous system disease.® 


Bonamine is also valuable 

in controlling vertigo, 
nausea and vomiting 
associated with radiation 
therapy, infections and 
toxicoses, drug toxicity, 
the postoperative state, 

and other conditions 
associated with labyrinthine 
disturbances. 


BRAND OF MECLIZINE HYDROCHLORIDE 


Supplied: Scored, tasteless tablets, 25 mg.; 
and mint-flavored, candy-coated chewing 
tablets, 25 mg. 

1. Semmens, J. P.: Obst. & Gynec. 9:586 
(May) 1957. 2. Conner, P. K., and Moyer, 
J. H.: GP 14:124 (Nov.) 1956. 3. Charles, 
C. M.: Geriatrics 2:110 (March) 1956. 
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Pontocaine combined with 10 per cent dex- 
trose and either ephedrine or epinephrine 
in appropriate doses. Only 11.7 per cent of 
patients promethazine vomited, 
while of 44 patients receiving no prometha- 
zine, 26, or 59.1 per cent, vomited during 
surgery. 


receiving 


Postural Blood Pressure Changes 
in the Elderly 


MANUEL RODSTEIN and FREDERIC D. 
J. Chron. Dis. 6: 581-588, 1957. 
Subjective symptoms should be interpreted 
cautiously in old age. Weakness, dizziness 
on standing, headache, poor mental concen- 
tration, and dim or 
necessarily evidence of orthostatic hypoten- 
sion or of hypertension, although often ac- 

cepted as proof. 

Orthostatic tolerance tests were given to 
250 ambulatory men and women aged 61 to 
91 years. During this test, the subject lies 
recumbent, and blood pressure is recorded 
once a minute until two similar readings 
are obtained. He then stands erect for three 
minutes, and pressure is noted on arising 
and at intervals of ninety seconds. 

Normally, systolic pressure does not fall 
more than 20 and diastolic pressure 
rises slightly or drops not more than 5 mm. 
Abnormal, but not severe, systolic decline oc- 
curred in about 10 per cent of the group, 
with only 4 per cent below 40 mm. Diastolic 
pressure was rather low in 24 per cent, and 
both values were subnormal in 8 per cent 
of subjects. 

So-called 


ZEMAN. 


blurred vision are not 


mm., 


orthostatic symptoms were pre- 








valent, especially headache, dizziness, weak- 
ness, and dyspnea, though with little faint- 
ness or syncope. Yet individual symptoms 
were seldom related to abnormal systolic de- 
crease or to resting blood pressure above 
170/100. Only faintness and fainting spells 
were associated with unusual systolic depres- 
sion on arising. 

However, moderate to severe varicose 
veins and old thrombophlebitis, which may 
lower systolic pressure, were more than twice 
as frequent among those with decreased sys- 
tolic values as in a group with normal test 
reactions. Diabetes and other possible fac- 
tors were also seen. None of the symptoms 
often attributed to low blood pressure was 
mentioned by 11 of the subjects with systolic 
fall below 20 mm. 

Few persons of either sex had normoten- 
sive blood pressure, but women more often 
had values above 170/100 and abnormally 
wide pulse pressure. 


The Mechanical Behavior of the Lungs 
in Healthy Elderly Persons 
N. R. FRANK, J. MEAD, and B. G. FERRIS, JR. 
J. Clin. Invest. 36: 1680-1687, 1957. 


Mechanical behavior of lungs in healthy 
people 50 years of age and older is qualita- 
tively like that of emphysematous lungs, but 
not as far from normal. 

Physical properties of the lungs of 28 
healthy elderly subjects and 11 subjects from 
22 to 47 years of age were compared. Older 
people have a high functional residual ca- 
pacity, but end-expiratory transpulmonary 
pressure, as measured by intraesophageal bal- 
loon, is no higher than in young adults. An 
increase in residual capacity can result from 
reduced elastic recoil of the lungs or in- 

(Continued on page 87A) 


Of eleven agents tested over a two- 


CHLORESIUM 


ointment + solution 


year period, 
agent is generally agreed to be 


"...the most effective 


chlorophyll ointment and liquid." 


POLLACK, L. J., ET AL.: J.A.M.A. 146:1551. 1951, 


RYSTAN COMPANY, MOUNT VERNON, NEW YORK 











































y . LD FOR THE ELDERLY 


y in constipation 
C DORBANTY Tag peristaltic stimulant —fecal softener 


Promotes prompt re-establishment of normal bowel activity and regular- 
ity by combining the selective peristaltic action of synthetic, crystalline- 
pure DorBane® (1,8-dihydroxyanthraquinone) and the wetting action of 
diocty] sodium sulfosuccinate, in proportions proved optimal by clinical 
trial.! Noncumulative, nonhabituating, nontoxic. 

Each Dorsantyt Capsule and each 5-cc. tsp. of Dorsantyt Suspension contains 
Dorsane (danthron) 25 mg., and dioctyl sodium sulfosuccinate, 50 mg. Each 


Dorpantyt Forte Capsule contains 100 mg. dioctyl sodium sulfosuccinate and 50 mg. 
2 of DorsaNne—equivalent to two regular Dorpantyt Capsules. 


y (1) Marks, M. M.: Clin, Med. 4:151, 1952. 





in hypertension 

VASCUTUM? meroveo 

high-potency lipotropic-antihemorrhagic with quercetin 

Brightens the outlook and improves prognosis. By correcting capillary 
fault, VascutuM Improved helps reduce excessive mortality in hyper- 
tensives by as much as 76%.'* The high-potency lipotropics in VascuTUM 
have been shown to lower the mortality in hypertensive male subjects 
who have hypercholesterolemia by as much as 82%.* 

Each capsule contains: choline bitartrate 349 mg., inositol (anhydrous) 167 mg., 


dl-methionine 84 mg., pyridoxine HC] 0.67 mg., quercetin 15 mg., ascorbic acid 12.5 mg. 
vitamin B.. 2 mcg. 


(1) Griffith, J. Q., Jr.; Kréwson, C. F, and Naghski, J.: Rutin and Related Flavonoids, Easton, Pa., Mack Publich- 
ing Company, 1955. (2) Griffith, J. Q., Jr.; DeEds, F; Naghski, J., and Krewsen, C. FE: A.M.A. Arch. Int. 
Med, 94:1037, 1954. (3) Griffith, J. Q., Jr.: The Treatment of Hypertension, Philadelphia, % B. Saunders Com- 
pany, M. Clin. No. America, Nog., 1954, p. 1717. (& Griffith, J. Q., Jr. Am. Pract. & Digest Treat. 7:2012, 1956. 





a- in underweight 
E D I oOo te micronized fat emulsion 


Boosts caloric intake without impairing appetite or taxing digestion. 
Uniformly small particles (1 micron or less) make Ep1o1 easily digested, 
readily assimilated and promptly absorbed. Its protein-sparing action 
enhances growth and tissue repair in underweight patients of all ages, 
and is especially valuable for those ordinarily resistant to weight-gain 
measures. Delicious alone or added to foods. 

Contains coconut oil 50% and sucrose U.S.P. 12.5%. 


Schenfabs, ScHENLABS PHARMACEUTICALS, INc. New York 1, N.Y. 


DORBARTYL, VASCUTUM IMPROVED AND EDIOL ARE REGISTERED TRADEMARKS OF SCHENLABS PHARMACEUTICALS, INC. 


DORBANTYL FORMULA PENDING, EDIOL PATENTED FORMUL, srese 











a better drug 


The action of aspirin is markedly improved 
by intermixture with the antacid MAALOx.® 
This combination is available on physicians’ 
prescriptions as 


Ascriptin 





HEADACHE 





ARTHRITIS 





ETHICAL PHARMACEUTICALS SINCE 1910 
PHILADELPHIA 44, PA, 





RORER 
Each tablet contains: 
ACETYESALICYLIC ACID......... 0.30 Gm. 
MAALOX..... yo. OS Gam: 


(Magnesiu m aluminum h ydroxide gel) 


Note these advantages: 


1. Within one hour, more than double the amount 
of salicylate appears in the blood stream. 


2. Pain relief is felt twice as fast. 
3. Gastric disturbance seldom occurs. 
4. Pain relief lasts appreciably longer. 


Prescribe ASCRIPTIN-Rorer for the pains and 
discomfort of arthritis, rheumatism, colds, grippe, 
headache, Asian Influenza, muscular aches and pains, 
etc. Your patients will be grateful. 


Offered in bottles of 100 and 500 tablets. 
Available at prescription pharmacies. 
Liberal samples promptly on request. 


Capsules ASCRIPTIN with Codeine Phosphate 15 mg. also offered. 








WILLIAM H. RORER, INC. 





























Digests from Current Literature 
(Continued from page 84A) 


creased elastic recoil of the thorax or both. 
If all increased functional residual capacity 
were caused by reduced elastic recoil of the 
lungs, transpulmonary pressure would be 
low at the end of expiration, when the 
thorax approaches relaxation volume. If all 
increased functional residual capacity were 
attributable to elastic recoil of the thorax, 
end-expiratory transpulmonary pressure 
would be high. Since young and elderly sub- 
jects have similar end-expiratory pulmonary 
pressures during quiet breathing, the larger 
functional residual capacity of older people 
is the result of both diminished elastic re- 
coil of the lung and increased elastic recoil 
of the thorax. The reduced vital capacity 
of aging may be largely a result of reduced 
elastic recoil of the thorax. 

Pulmonary flow resistance is calculated by 
eliminating the elasticity factor in trans- 
pulmonary pressure either by choosing two 
points of measurement where elasticity is 
the same or by direct determination of elas- 
ticity by compliance and volume change. 
Pulmonary compliance is the ratio of change 
in volume to change in transpulmonary pres- 
sure between the extremes of inspiration and 
expiration during spontaneous breathing. 
Pulmonary flow resistance was about 3 cm. 
H,O per liter per second in 10 out of 25 
elderly subjects and in only 1 out of 28 
younger subjects. When flow resistance is 
high, compliance falls as rate of breathing 
rises. Alterations in distribution of ventila- 
tion must occur at increased respiratory rates 
to account for the decreased compliance. 
Total lung capacity shows no change with 


age. 


Myocardial Infarction in 
Industrial Workers 


M. F. BRUTON and M. w. jocz. Indust. Med. 

26: 551-555, 1957. 

Rehabilitation by providing reinstatement 
and selective job placement for employees 
surviving an attack of myocardial infarction 
is possible in most cases. 

A group of 100 individuals with an un- 
equivocal history of an acute attack of myo- 
cardial infarction was observed after return- 
ing to work for the Chrysler Corporation. 
Cases selected for the study required _per- 
sisting positive electrocardiographic evidence 
(Continued on page 92A) 
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PREDNISONE, PARKE-DAVIS 


OF 





PREDNISOLONE, PARKE-DAVIS 


THREE TO FIVE TIMES THE ACTIVITY 
OF CORTISONE OR HYDROCORTISONE 


supplied: 5-mg. and 2.5-mg. scored tablets; 
bottles of 30 and 100, 
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PARKE, DAVIS & COMPANY - DETROIT 32, MICHIGAN 
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in acute and chronic prostatitis 
and following prostatectomy 


FURADANTIN* 


brand of nitrofurantoin 


cures or improves 4 out of 5 patients 


82% of 236 cases of acute and chronic prostatitis cured or improved with FURADANTIN? 
No. patients Cured Improved Unimproved 
Acute Prostatitis 29 17 11 1 
Chronic Prostatitis 207 4s 117 ai 





Total 236 66 128 42 


84% (142) of 170 cases of postprostatectomy infection responded favorably to FURADANTIN 
therapy.2 FURADANTIN “has been found to be highly effective in the treatment of chronic 
urinary tract infection following prostatectomy.’ 

In prostatitis and following prostatectomy, FURADANTIN offers these advantages: 

a rapid bactericidal action against a wide range of gram-positive and gram-negative bac- 
teria and organisms resistant to other agents including Proteus and certain strains of Pseu- 
domonas am negligible development of bacterial resistance in 6 years of extensive use 
s excellent tolerance—nontoxic to kidneys, liver and blood-forming organs. No cases of 
monilial superinfection, crystalluria or staphylococcic enteritis ever reported sm safe for 
long-term administration 


Evidence of the antibacterial action of prostatic 
secretion from a patient receiving FURADANTIN: 

Agar plate seeded with E. coli. Prostatic secretion of 
FURADANTIN-treated patient was dropped into steel 

cylinders, to prevent spreading of liquid. After incubation, 

zones of bacterial inhibition are clearly visible. 

AVERAGE FURADANTIN DOSAGE IN PROSTATITIS: 

Acute cases: 100 mg. q.i.d. until cured. 

Chronic cases: 100 mg. q.i.d. for 10 to 14 days; 

depending on response, dosage may then be re- 

duced to 100 or 200 mg. daily for 1 to 3 months. 

SUPPLIED: Tablets, 50 and 100 mg., bottles of 25 and 100. 
Oral Suspension, 25 mg. per 5 cc. tsp., bottle of 60 cc. - 
REFERENCES: 1. Barnes, R. W., in discussion of Chinn, J., and Bischoff, A. J.: Tr. West. Sect. Am. Urol. Ass. 22:189, 


1955. 2. Published reports and personal communications to the Medical Department, Eaton Laboratories. 3. Draper, J. W., 
etal: J. Urol., Balt. 72:1211, 1954. 

Additional references on FURADANTIN in prostatitis: Trafton, H. M., et al.: New England J. Med. 252:383, 1955. Norfleet, 
C.M., Jr., et al.: Tr. Southeast. Sect. Am. Urol. Ass., Boca Raton, Fla., 1952, p. 26. Schatten, W. E., and Persky, L.: 
Am. J. Surg. 86:720, 1953. Abrams, M., and Prophete, B.: Missouri M. 51:280, 1954. 


NOW, for hospitalized patients, for severe urinary tract infections 
when peroral administration of FURADANTIN is not feasible and for 
systemic infections as septicemia (bacteremia) and peritonitis: 

NEW, LIFESAVING FUuRADANTIN Intravenous Solution 


NITROFURANS~—a new class of antimicrobials—neither antibiotics nor sulfonamides 
EATON LABORATORIES, NORWICH, NEW YORK 
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CEREAL 
BREAKFAST 





are you interested in a low-fat 
quick and lasting energy breakfast? 


When a reduction of fat in the diet is indicated in 
the morning meal, the fat calories can be replaced 
by those of Jow-fat content yet providing well- 
balanced nourishment and quick and lasting energy 
throughout the morning hours. 

The Iowa Breakfast Blood Sugar Studies proved 


that a basic cereal and milk breakfast providing 
about 20 gm. mixed plant and animal protein 
(cereal and milk) provided quick and lasting energy 
throughout the early and late morning hours. As 
shown in the table below this morning meal is low 
in fat and provides well-balanced nourishment. 





basic cereal low-fat Netettios talus of 

breakfast pattern basic cereal breakfast pattern 
Orange juice, fresh, 4% cup, CALORIES....... 502 VITAMIN A...... 600 1.U 
Cereal, dry weight, 1 0z., PROTEIN......... 20.5gm. THIAMINE........ 0.46 mg 
with whole milk, % cup, and sugar, 1 tsp., | ee 11.6gm. RIBOFLAVIN..... 0.80 mg 
Seiad, white, 2 tices, with butter, 1 tee. CARBOHYDRATE 80.7gm. NIACIN.......... 3.0 mg 
oii. ‘nowtek den, (eu CALCIUM. . _ 0.532 gm. ASCORBIC ACID. 65.5 mg. 
eins: IRON............. 2.7mg. CHOLESTEROL... 32.9 mg. 

black coffee 











Note: To further reduce fat and cholesterol use skim milk on cereal 
which reduces Fat Total to 7.0 gm. and Cholesterol Total to 16.8 mg, 
Preserves or honey as spread further reduces Fat and Cholesterol. 


Bowes, A. deP., and Church, C. F.: Food Values of Portions Commonly Used. 8th ed. Philadelphia: A. deP. Bowes, 1956. 
Cereal Institute, Inc.: The Nutritional Contribution of Breakfast Cereals. Chicago: Cereal Institute, Inc., 1956. 

Hayes, O. B., and Rose, G. K.: Supplementary Food Composition Table. J. Am. Dietet. A. 33:26, 1957. 

Cereal Institute, Inc.: A Summary of the Iowa Breakfast Studies. Chicago: Cereal Institute, Inc., 1957. 


CEREAL INSTITUTE, INC..135 South LaSalle Street, Chicago 3 


A research and educational endeavor devoted to the betterment of national nutrition 
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In Upper Respiratory Infections, Gantrisin is a therapy 


of choice when bacterial complications are present or 
suspected because it produces effective antibacterial 
levels in blood plasma. In addition, its use does not cause 


fungal superinfection. 








is useful — particularly for children — in influenza 


sequelae, pneumonia, tonsillitis, bronchitis and other nonspecific 


respiratory infections. 
Gantrisin offers the advantage of an effective antibacterial with 


high solubility and little danger of renal complication. 


Supplied: Tablets 0.5 Gm, bottles of 100, 500 and 1000. 


Ras. 
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ROCHE LABORATORIES 
DIVISION OF HOFFMANN-LA ROCHE INC + NUTLEY 10 «+ N. J. 


Gantrisin® — brand of sulfisoxazole 
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When your patients need 


astic 
Stockings 


they need all-elastic by 
Bauer « Black 


THE ONLY 51 GAUGE ELASTIC 
STOCKINGS WITH RUBBER IN 
EVERY SUPPORTING THREAD 


Here is the first and the only elastic stock- 
ing to combine the sheerness of 51 gauge 
construction with the proper supportive 
action for relief of varicose veins. 

It is the only 51 gauge elastic stocking 
that looks like regular nylons yet has 
rubber in every supporting thread. This is 
the basic fundamental of successful elastic 
stocking compression. 


Where others fail 


Some elastic stocking manufacturers, in 
their efforts to achieve sheerness, alternate 
regular nylon threads with rubber threads 
covered with nylon. Still others use no 
rubber at all. . . only stretch nylon. These 
methods of construction have resulted in 
either inadequate compression or no com- 
pression at all. 








Why all-elastic? 


Only the all-elastic stocking by Bauer & 
Black (with rubber in every supporting 
thread) can provide the compression— 
with continuous, uniform pressure—for 
the support your patients need. 

When your patients can get this support 
in the sheerest elastic stocking yet devel- 
oped, won’t they be likely to be more 
cooperative? 


++ Mail Coupon for New Study on Varicose Veins ----- 


BAUER & BLACK, Dept. GE-3 
309 W. Jackson Blvd., Chicago 6, Ill. 


Send copy of new reference work on varicose veins, written 
by a doctor for doctors. 


Name 
Address 
City 








Zone State 


Bauer « Black 


DIVISION OF THE KENDALL COMPANY 





POOH eee EEE HEHEHE EEE HEHEHE HHH HEHEHE EEE EHH ESE EES 

















Digests from Current Literature 
(Continued from page 87A) 


of the infarction at the examination for job 
reinstatement, which was done three to six 
months after the attack. 

After a follow-up period of three to six 
years, of the 100 persons returning to work, 
73 are living, and 27 are dead. The survival 
time of the persons who died averaged 2.47 
years. Persisting angina and exertional dysp- 
nea were noted in 33 of the surviving per- 
sons, but usually symptoms were not severe 
enough to cause further disability. Evidence 
of congestive heart failure developed in 7 
patients during the period of observation, 
but they were able to return to work after 
adequate rest and treatment. Since the pa- 
tients were largely in the older age group, 
seniority qualified them for lighter and more 
desirable jobs. 

Signs and symptoms considered of a prog- 
nostic value in rehabilitation and proper 
placement revealed age as a vital factor. The 
younger individual, having normal heart 
size and no history of congestive heart fail- 
ure during convalescence, had the best 
chance of survival. Of the survivors, 36 per 
cent were under age 50 at the time of the 
first attack. Individuals over 50 at the time 
of the first attack constituted 73 per cent of 
the deaths. 

Body weight, hypertension, evidence of 
calcification of the aorta, blood urea nitro- 
gen, blood cholesterol, persisting mild an- 
gina or dyspnea, and electrocardiographic 
data generally were not of value in deter- 
mining prognosis. 


Metrazol Treatment of the 
Geriatric Patient 
B. RADICH. Postgrad. Med. 22: 603-608, 1957. 
Of 109 mentally deteriorated patients given 
one month of Metrazol therapy, 74 showed 
a return from confused disorientation to a 
near normal state. Regressed, apathetic senile 
patients benefit most from this analeptic. 
Peak improvement is usually reached in 
one month. Smaller maintenance dosages are 
required after one month to prevent a re- 
lapse to the previous lower mental level. 


Cessation of Metrazol or replacement by 
placebos brought on regression in two or 
three weeks in the conducted study. Improve- 
ment returned with resumed administration 
of the drug. 





Outstanding gains appeared in alertness, 
activity, sociability, and behavior. Inconti- 
nent patients often regained complete con- 
trol. Eating schedules improved in the group 
given Metrazol, and restful sleeping replaced 
aimless nocturnal wanderings. Individually 
and as a whole, the group of patients re- 
ceiving Metrazol became more manageable 
and responded well to efforts made by nurses. 

Patients with the “little strokes” syndrome, 
the “chronic brain’ syndrome, and epilepsy 
were utilized in the study. No benefit from 
oral administration of relatively small dos- 
ages of Metrazol occurs in cases of frank 
psychoneurosis with anxiety or any real 
psychosis. 

The salutary effect of the analeptic de- 
velops from stimulation of the respiratory 
and vasomotor centers in the brain stem. In- 
creased oxygenation and vascularization of 
the cerebral tissue result in improved peri- 
pheral circulation. Metrazol stimulates the 
psychomotor and sensory portions of the 
brain and enhances synaptic transmission. 


. 


Antibiotics and Chronic Bronchitis 
J. M. NAISH. Practitioner 179: 666-670, 1957. 


Effective treatment of chronic bronchitis with 
antibiotics requires the close cooperation of 
the patient. An intelligent patient liable to 
severe “flares” should be told to report at 
once for injections of penicillin and strepto- 
mycin whenever a cold is developing; the 
injections should be continued a variable 
number of days, depending upon the se- 
verity of the infection. As an alternative, 
such a patient can be provided with 20 250- 
mg. capsules of tetracycline and told to take 
8 a day for the first three days of a cold and 
to report to the doctor as soon as possible. 

Bronchitic or bronchiectatic patients ex- 
pectorating yellow purulent sputum nearly 
every day may be candidates for continuous 
antibiotic treatment. Continuous prophy- 
lactic treatment with oral broad-spectrum 
antibiotics should be reserved for a minority 
of patients who are able to use the method 
intelligently and who in the past have ex- 
perienced real benefit, improved working ca- 
pacity, and fewer sick absences from such 
therapy. 

Before beginning continuous treatment, 
the sputum should be examined _bacteri- 
ologically and the proper antibiotic selected 


on the basis of the drug-sensitivity of the 


predominant organisms. The patient is then 
given the antibiotic, told of expected results 
(Continued on page 94A) 






























even if your patient is a 
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FLEXI LON" 


(FLEXIN® ++ TYLENOL®) 


Low back syndadromes...sprains...strains 


rheumatic pains... 








Each tablet contains: 

FLEXIN® Zoxazolaminet . ... . 125mg. 
The most effective oral skeletal 

muscle relaxant 

TYLENOL® Acetaminophen. . . . 300mg. 
The preferred analgesic for painful 
musculoskeletal disorders 

supplied: Tablets, enteric coated, orange, 
bottles of 50. 

U.S. Patent Pending *Trade-Mark 


ABORATOR N eo PH AT) 


LEXILON gets them back on the job fast. 
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and benefits of treatment, and reminded of 
the high cost of such treatment. Every pa- 
tient 
taught how to carry out postural drainage 


with chronic bronchitis should be 
twice a day, and the spouse should be told 
how to help percuss the lower lobes. ‘The 
patient should be warned against going out 


in fog or smog. 


Cholesterol: A Clinical Appraisal in 
Relation to Coronary Artery Disease 


i. a Minnesota Med. 40: 749- 


760, 


SCHERER. 
1957. 
The majority of patients with hypometabo- 
lism, vascular disorders, or coronary disease 
have blood cholesterol levels over 250 mg. 
per cent. Most normal people have blood 
cholesterol levels below 250 mg. per cent, 
with a striking upward shift in women over 
50 years of age. Levels rise from youth into 
the fifth and sixth decades and then drop. 
No definite normal 
Consecutive records of 1,515 patients were 


level can be stated. 


studied for choles- 
terol below 250 mg. per cent occurred in 68 
cent without 


ease. Hypertension without known coronary 


cholesterol level. Blood 


per of persons vascular dis- 


sclerosis and diabetes mellitus had little ef- 
fect 250 


mg. per cent were found in 69 per cent of 


on blood cholesterol. Levels over 


patients with peripheral vascular disease and 
cerebrovasculat 


? 


in 73 per cent 
coronary thrombosis patients, and in 62 per 


disease, of 


cent of patients with coronary sclerosis. 
The incidence of coronary artery disease 





States 
same 


United increased in recent 
decades. At the time, fats and oils, 
excluding butter, formed a larger propor- 
tion of the American diet, fat content in 
meat rose, and hydrogenated shortenings be- 
came popular. The high-fat content in the 
national diet probably should be discour- 
aged, since dietary restriction alone lowers 
cholesterol levels. Blood cholesterol 
dropped 50 to 100 mg. per cent in 64 pa- 
tients and over 100 mg. in 40 patients on 
dietary restriction alone. 


in the 


blood 


Thyroid extract quickly lowers blood cho- 
lesterol among myxedema and_ hypometa- 
bolic patients. Daily estrogen may lower 
cholesterol in women unresponsive to rigid 
dietary restriction. However, uterine bleeding 
induced by estrogens disturbs women  pa- 
tients, and men generally refuse the hormone 
when side effects are mentioned. Cytellin is 
effective at first but loses cholesterol-lower- 
ing power on long term therapy. Daily corn 
oil lowers cholesterol levels within four 
weeks; prolonged effects are unknown. Rela- 
tively small amounts of the unsaturated oil 
about the same influence as_ larger 
amounts. 


have 


EDITOR’S NOTE 

In the article, “Acetyldigitoxin for Cardiac 
Decompensation in the Elderly Patient,” by 
Joseph C. King and John R. Laadt, which 
appeared in the February issue of Geriatrics, 
the heading “Initial Digitalization” on page 
75 should be transposed with the heading 
“Method Material” page 76. The 
heading on page 77, “Acetyldigitoxin Main- 
tenance With Other Digitalis Drugs,”’ should 
read “Acetyldigitoxin Maintenance Follow- 
ing Other Digitalis Drugs.” 


and on 
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ointment + solution 


MORGAN, W. S.: 


RYSTAN COMPANY, 


GUTHRIE CLINIC BULLETIN 16:94, 





"In each instance the part treated 
with water- 


soluble chlorophyll 


healed more rapidly...than the 
[petrolatum-treated] control." 


1947. 


MOUNT VERNON, NEW YORK 





Many such hypertensives 


LW WALT) 


for three years 
and more 


for Rauwiloid IS better tolerated... 
“alseroxylon {Rauwiloid] is an anti- 
hypertensive agent of equal therapeutic 
efficacy to reserpine in the treatment 
of hypertension, but with significantly 
less toxicity.” 





Ford, R. V., and Moyer, J. H.: Rauwolfia 
Toxicity in the Treatment of Hypertension, 
Postgrad. Med. 23:41 (Jan.) 1958 














| No Tolerance Development 
Lower Incidence of Depression 


; 9 @ just two tablets 

: a at bedtime 
QUWUOLE <= 
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gentle motivation 


Activities and 
Announcements 


All news and announcements for this department 
should reach the editorial office six weeks before 
publication date. Please direct all communica- 
tions to News Editor, Gertatrics, 84 South Tenth 
Street, Minneapolis 3, Minnesota. 


Conferences on Aging 

The American Geriatrics Society will hold its 
annual meeting June 19 and 20 at the Mark 
Hopkins Hotel in San Francisco. Reserva- 
tions may be made by writing to Mr. Walter 
G. Swanson, vice president and general man- 
ager, San Francisco Convention and Visitors 
Bureau, 300 Civic Auditorium, San Francisco. 


The spring meeting of the National Com- 
mittee on the Aging of the National Social 
Welfare Assembly will be held March 13 to 
14 at the Willard Hotel in Washington, D.C. 
Discussions will center around the theme, 
Aging—A ‘Total National Effort: Everybody’s 
Future, Everybody’s Responsibility. For fur- 
ther information regarding attendance and 
the program, write to Mrs. Geneva Mathia- 
sen, Executive Director of the Committee, 
345 East 46th Street, New York 17, New 
York. 


Che Eighth Annual Southern Conference on 
Gerontology will be held April 10 to 11 at 
the University of Florida. The program will 
include the presentation of formal papers 
and panel discussions on such topics as The 
Role of Religion and Religious Institutions 
in Creating the Milieu of Older People; Ad- 
ministering to the Aging, Including Care 
Programs and Chaplaincy; The Meaning of 
Religion to Older People; and Expanding 
the Role of Organized Religion in the Lives 
of the Elderly. Additional information may 
be obtained by writing to Dr. Harry W. Phil- 
pott, Vice President, University of Florida, 
Gainesville, Florida. 


The Third Southern Regional Institute on 
Recreation for the Aging will be held at the 
University of North Carolina in Chapel Hill 
March 27 to 29. As in the first two confer- 
ences, the program will include both formal 
presentations and workshop sessions. ‘Topics 
to be discussed include The Psychology and 
Sociology of Gerontology; Recreation’s Part 
(Continued on page 98A) 
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in Programs for the Aging: Leadership and 
Gerontology; and Boarding Homes and Rec- 
reation. For further information, write to 
Professor Harold D. Meyer, Chairman, Box 
1139, Chapel Hill, North Carolina. 


The Metropolitan New Orleans Area Con- 
ference on Aging will be held March 20 to 
21 in New Orleans under the sponsorship 
of the Louisiana Commission on the Aging, 
the New Orleans Council of Social Agencies, 
the Council of Jewish Women, the American 
Women’s Voluntary Services, and others. 
Workshop discussion groups will encourage 
participation by those attending, and several 
formal papers will be presented. For further 
details, write to the program committee 
chairman, Lillie Nairne, Room 602, 211 
Camp Street, New Orleans 12, Louisiana. 


The National Geriatrics Society will hold 
its Fifth Annual Convention and Exposi- 
tion May 12 to 15 at the Henry Hudson 
Hotel in New York City. For further infor- 
mation regarding the meeting, write to Stan- 
ley H. Hoffman, 225 East 34th Street, Bronx, 
New York. 


Other Meetings of Geriatric Interest 
March 19 to 21—National Health Council, 
National Health Forum and thirty-eighth an- 
nual meeting, Sheraton Hotel, Philadelphia. 

May 11 to 16—National Conference on 
Social Welfare, Chicago. 

May 18 to 21—National Industrial Recrea- 
tion Association, Fort Worth, Texas. 

May 19 to 25—National Tuberculosis As 
sociation, annual meeting, Philadelphia. 

May (date not set) —First Provincial Sas- 
katchewan Conference on Aging, Winnipeg, 
Canada. 

June 15 to 21—American Physical Therapy 
Association, thirty-fifth annual meeting, 
Olympic Hotel, Seattle. 

October 12 to 15—National Rehabilitation 
Association, annual conference, George Van- 
derbilt Hotel, Asheville, North Carolina. 

October 20 to 23—Mental Hospital Insti- 
tute, Hotel Muehlebach, Kansas City, Mis- 
souri. 

November 5 to 7—Gerontological Society, 
eleventh annual meeting, Philadelphia. 
(Continued on page 100A) 
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General Practice Conference 


The Tenth Annual Scientific Assembly of 
the American Academy of General Practice 
will be held March 24 to 27 in Dallas, Texas. 
On Monday, March 24, one of the sessions 
will be devoted to The Problems of Aging, 
which will include the presentation of papers 
on Medical Problems, Psychiatric and Ad- 
justment Problems, and Surgical Problems. , 
For further information regarding the pro- 
gram and room reservations, write to the 
American Academy of General Practice 
Housing Bureau, 1101 Commerce Street, Dal- 
las, Texas. 


Orthopsychiatric Meeting 


[he American Orthopsychiatric Association 
will emphasize research and public health 
aspects of mental health in its thirty-sixth 
annual meeting which will be held March 
6 to 8 at the Commodore and Roosevelt 
hotels in New York City. The program will 
include workshop sessions on mental dis- 
orders among the aged. Further information 
is available from Dr. Marion F. Langer, Ex- 
ecutive Secretary, American Orthopsychiatric 
Association, 1790 Broadway, New York 19, 
New York. 


Postgraduate Rehabilitation Course 


A two-week course in Principles and Practice 
of Geriatric Rehabilitation will be offered by 
the Department of Physical Medicine and 
Rehabilitation at the New York Medical Col- 
lege starting April 21. The course is designed 
to provide intensified training in the re- 
habilitation care of the elderly chronically 


‘ill patient and will offer a comprehensive 


and practical presentation of such care in 
the hospital, home, old age home, and_nurs- 
ing home. It will consist of lectures, seminars, 
clinical demonstrations, and practice work- 
shops, which will be concerned with such 
subjects as Physiology and. Pathology of 
Aging; Psychological and Social Aspects of 
Aging; Clinical Conditions of the Aged; Self- 
Care Activities; Prosthetic Devices; Nutrition 
and Dental Care; Management of the In- 
continent Patient; Management of the Bed- 
ridden Patient; Home Care Programming; 
and Community Needs and Resources. Ap- 
(Continued on page 104A) 
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plications, which should be submitted by 
March 7, will be accepted from registered 
nurses, physical therapists, occupational ther- 
apists, and social workers. A tuition fee of 
$100 will be charged for the course. ‘There 
are a limited number of scholarships avail- 
able. Further information may be obtained 
by writing to Raymond C. Lerner, Course 
Registrar, Department of Physical Medicine 
and Rehabilitation, Welfare Island, New 
York City 17. Official application should be 
made to Dr. Jerome S. Tobis, Director, De- 
partment of Physical Medicine and Rehabil- 
itation, New York Medical College, 1 East 
105th Street, New York City 29. 


Research Grants 

\ total of $7,634,327 in research grants was 
awarded during December by the National 
Institutes of Health, the United States Pub- 
lic Health Service’s research center at Bethes- 
da, Maryland. Nonfederal scientists and in- 
stitutions throughout the nation received a 


total of 545 grants to support research in 
medical and related sciences. Of these, 309 
grants, totaling $4,895,925, have been award- 
ed for new projects. 


Postgraduate Course for Internists 

The Harvard Medical School has announced 
that a postgraduate course in Recent Ad- 
vances in Internal Medicine will be held 
June 2 to 7 at the Peter Bent Brigham Hos- 
pital. The course will include lectures, case 
presentations, and roundtable discussions on 
the recent advances in the physiologic and 
biochemical sciences as they apply to the 
care of the patient. Applications may be 
made to the Assistant Dean, Courses for 
Graduates, Harvard Medical School, Boston 
15, Massachusetts. 


New Aging Program Planned 

Plans for developing a broad program of 
coordinated teaching and research in the 
biologic, psychologic, and social aspects of 
aging have been announced by the Univer- 
sity of California. Dr. Edward S. Rogers, pro- 





newest study* cites 
3 major reasons why 


arlidin 


Stein, |.: Annals of Internal Medicine 45:185, 1956 


brand of nylidrin hydrochloride N.N.R. 


brings dependable relief 
where other drugs fail 











fes 
Be 
mi 
501 
be 
or 
mi 
an 


In 


D: 
3( 
th 


Ae 
pl 
m 
te 
m 
al 
th 


m 
of 





09 
rd- 


on 
nd 
he 
be 
or 
on 





fessor of public health and medicine at 
Berkeley, is chairman of the statewide com- 
mittee appointed to study the activities, re- 
sources, and needs of the University. It will 
be the committee’s aim to develop a_ pro- 
gram looking toward the prevention of pre- 
mature aging, better preparation for old age, 
and training of professional workers. 


Increased Employment of 

Older Workers 

During July, August, and September, nearly 
300,000 persons obtained employment 
through the United States Department of 
Labor’s Federal-State Employment Service. 
According to the reports of the 1,750 local 
public employment offices, there were 7,000 
more placements of older workers in Sep- 
tember than in July or August. This place- 
ment record is attributed to efforts by federal 
and state employment agencies to facilitate 
the employment of older persons through 
relating their qualifications to job require- 
ments and to better employer understanding 
of their competence and reliability. 


International Surgeons’ Meeting 


The Eleventh Biennial International Con- 
gress of the International College of Sur- 
geons will be held in conjunction with the 
Twenty-third Annual Congress of the United 
States and Canadian Sections at the Ambas- 
sador Hotel in Los Angeles, March 9 to 14. 
The program will consist of general and 
sectional meetings where papers, panels, and 
symposia will be presented. About 25 out- 
standing surgeons from 15 foreign countries 
will give papers in addition to nearly 400 
surgeons from the United States and Cana- 
da. Additional information may be obtained 
by writing.to Dr. Ross T. McIntire, Execu- 
tive Director, International College of Sur- 
geons, 1516 Lake Shore Drive, Chicago 10, 
Illinois. 


Emeriti Professors Program 


According to the John Hay Whitney Founda- 

tion, 16 emeriti professors were teaching last 

year in independent, liberal arts colleges 

under its program begun in 1952. This 
(Continued on page 106A) 
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brings the total number of such appoint- 
ments to 75. A majority of the emeriti pro- 
fessors have been so successful that they have 
been invited to continue their work beyond 
the award year. The purpose of the program 
is twofold: (1) to honor individuals who 
have distinguished themselves by a lifetime 
of inspired classroom teaching and who have 
also retained the physical and mental vigor 
to continue their important contribution to 
American youth; and (2) to strengthen teach- 
ing of the humanities in independent, liberal 
arts colleges throughout the country. Further 
information about the program may be ob- 
tained by writing to the Foundation at 630 
Fifth Avenue, New York 22, New York. 
° 

New Residence for the Aged 

Wood Glen Hall, a residence recently estab- 
lished in Santa Barbara, California, for 
senior citizens in the middle income group, 
is designed for ambulatory, alert older per- 
sons who will make use of community health 
facilities during periods of illness. The Hall, 
which is located in a residential area close to 
shopping and transportation facilities, has 10 
double and 30 single rooms, accommodating 
a total of 50 residents; a lounge with stage 
and screen; two living rooms; two arts and 
room; and a barber 
and beauty shop. Meals are served in a cen- 
tral dining room, but a kitchen and two 
kitchenettes are available for snacks and pri- 
vate entertaining. Monthly cost is expected 


crafts rooms; a sewing 


to be between $150 and $175 per resident, 
covering room, meals, cleaning, and heavy 
laundering. A brochure may be obtained by 
writing to Wood Glen Hall, Inc., 205 East 
Carrillo Street, Santa Barbara, California. 
° 
4merican Medical Association 
Aging Section 
Some of the activities of the A.M.A.’s Com- 
mittee on Aging have been to obtain accu- 
rate knowledge of programs of state and 
county medical societies with reference to 
the problems of aging and to determine the 
standards of committees on aging or geri- 
atrics within these constituent and compo- 
nent medical societies. To stimulate interest 
among physicians and medical societies, the 
(Continued on page 108A) 
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Committee has scheduled a series of regional 
meetings to discuss problems relevant to 
aging with medical society representatives. 
Also, the Committee has undertaken to ex- 
plore the various interests and activities of 
other groups concerned with problems of 
aging and to determine what the Committee 
can do to coordinate or complement work 
already underway. 


Recent Conferences 


The Ohio Statewide Conference on Aging 
was held January 16 to 17 in Columbus, 
Ohio. The conference, which was called by 
Governor C. William O’Neill, covered such 
subjects as income maintenance, housing, 


PROTEIN-RICH | health care, rehabilitation, retirement plans, 


adult education, recreation, and social 


services. 
\n informal Symposium on Vitamin B,, was 


held at the New York Academy of Medicine, 
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sugar...is a protein- 
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today. 





The Fourth Annual Kirkpatrick Memorial 
Workshop on Aging was held at Ball State f 
Teachers College, Muncie, Indiana, on Feb- 
ruary 26. 


on Social Work Education was held at the 
Statler Hotel in Detroit, Michigan, January 
29 to February 1. Some of the sessions at the 
meeting were devoted to discussions of the 
importance of special education material for 
older people and the aged as they are served 
by social workers. 


The southwest sectional meeting of the 
American College of Surgeons was held Jan- 
uary 9 to 11 at the Statler-Hilton Hotel in 
Dallas, Texas. A special program for ophthal- 
mologists was scheduled for one day, which 
included symposia on current trends in cor- 
neal and retinal surgery. Other symposia 
were presented on such subjects as diseases 
of the parathyroid gland, mass casualties, and 
studies on control and spread of cancer. One 
of the panel discussions considered the uses 
of ACTH and cortisone in surgery. 
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| Diarrhea Suppressant 


Donnagel with Neomycin, a new product of 
the A. H. Robins Company, Inc., Richmond, 
Virginia, combines its detoxicant, spasmolytic, 


| and sedative advantages with an efficient in- 


testinal antibiotic to suppress the bacterial 
causes for diarrhea and at the same time af- 
ford comprehensive control of diarrhea lead- 
ing to prompt reestablishment of normal 
bowel function. It is also indicated in en- 
teritis and for amelioration of diarrheas not 
proved to be bacterial in origin prior to 
definitive diagnosis. 


New Antidepressant Form 


Ritalin Injectable was recently introduced 
for use in oral surgery, respiratory depres- 
sion, and in psychiatric treatment by Ciba 
Pharmaceutical Products, Inc., Summit, New 
Jersey. A nonamphetamine, the new prod- 
uct produces immediate central stimulation 
and has been shown by laboratory and clini- 
cal tests to restore mental and physical ca- 
pacity within minutes. Parenteral administra- 
tion of the drug produces speedier action 
and also raises the severely lowered blood 
pressure of patients suffering from acute 
overdosage of barbiturates. Reports of studies 
indicate that use of Ritalin Injectable pre- 
vents patients from relapsing into drowsiness, 
promotes quicker postoperative awakening 
and less dizziness, reduces nausea and vomit- 
ing, and eliminates chills. 


| New Parenteral Therapy 


| Organon, Inc., Orange, New Jersey, is now 
| producing Cortrophin-Zinc and Liquaemin 


Sodium in l|-cc. disposable syringe form. Cor- 
trophin-Zinc provides the physiologic action 
of corticotropin, enhanced and _ prolonged 
by absorption on zinc hydroxide, for activity 


| lasting from one to three days. Liquaemin 
| ] . . . . . . 

Sodium (heparin sodium) is indicated for 
| the treatment of thromboembolic disorders 


| and wherever anticoagulant therapy is need- 


ed. It is especially valuable in emergency situ- 
ations where immediate anticoagulation with 
fast-acting heparin is required. 
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Supply: taBcets, 0.5 Gm., in bottles of 100 and 1000. SUSPENSION, 
1.0 Gm. per 5 cc., in pint and gallon bottles. 


Also available: Tolserol (Squibb Mephenesin) Tablets, 0.25 Gm. 
and 0.5 Gm., bottles of 100, 1000; Elixir,.0.5 Gm. per 5 cc. tsp., 
pints and gallons; Solution, 20 mg. per cc., 50 and 100 cc. 
ampuls. Tolserol with Codeine Tablets (0.5 Gm. Tolserol with 
4% gr. codeine), bottles of 100, 1000. 


cS Squibb Quality — the Priceless ingredient 





HOW THIS HOT WHOLE WHEAT CEREAL 
CAN HELP ESTABLISH GOOD NUTRITION 


Pettijohns rolled wheat cereal has a real contri- 
bution to make to the diet of older people. It is 
high in protein, Vitamin B,, iron and phosphor- 
ous. It is low in sodium and fat. It is easily 
digested and assimilated. And, of almost equal 
importance, it tempts the appetite with its de- 
liciously different flavor and texture. 
Pettijohns is a product of the Quaker Oats Co. 


PetTiJOHNS 





TARTRATE 


Pentolinium Tartrate, Wyeth 








they welcome Ovaltine for extra nourishment 
















From pediatrics to geriatrics Ovaltine provides _It is ideal for use where stimulating bever- 
a rich source of the vitamins, minerals and _ ages should be avoided...ideal as nutritional 
other essential food elements required for the fortification for patients on bland diets 
maintenance of a good nutritional state. ...or to help maintain a satisfactory nutri- 
Ovaltine is a nourishing, well-tolerated tional level during physiologic stress. 

beverage combining natural blandness with 


‘ , Three servings of Ovaltine and milk provide: 
good taste. It produces a soothing and relaxing 











3 12 Vitamins 13 Minerals 
effect for the tense and nervous patient,  «vitaminA.......... 4000 1.U. including Calcium, 
particularly when taken at bedtime. *Vitamin D........... 420 I.U. Phosphorus, Iron and lodine 
*Ascorbic acid........ 37.0 mg. CARBOHYDRATE 65 Gm. 
*Thiamine............ (2ee: ‘yaxee ‘ 
“Riboflavin "20 me. SPRIEIN, osccsanae 32 Gm. 
asa lll ee peentrenine 30 Gm. 
Vitamin Biz.........5.0 mcg. Nutrients for which daily dietary 
Pantothenic acid...... 3.0 mg. TT are ded by 
*Niacin.............. 10.0 mg. the National Research Council. 
ONG MNOS 6.60 5 aivey 0.05 mg. . al 
TO ee a: 200 mg. A jar of Ovaltine will be sent for 
BHI: «xan voun ee 0.03 mg. your personal use on request. 


O V a It l nN , when extra nourishment is desired 


The Wander Company, 105 W. Adams St., Chicago 3, IIl. 





























an adwanced method of 
theophylline therapy 


a CLYOMATHANE 


Disposable Rectal Unit 








simple...safe...effective... 


For the alleviation of symptoms in bronchial 
asthma and the acute episodes of heart failure, 
CLYSMATHANE(Fleet)supplies prompt therapeu- 
tically adequate blood levels of theophylline.“ 





Even after repeated dosage CLYSMATHANE 
(Fleet) minimizes the side effects often asso- 
ciated with oral or parenteral theophylline 
administration. The plastic squeeze bottle (with 
attached, prelubricated, non-traumatic rectal 
tube) is designed for self-administration. 


Dosage: One CLYSMATHANE (Fleet) 
Unit as a retention enema before retir- 
ing or as directed. Available on prescrip- 
tion at professional pharmacies. 

Composition: Theophylline monoetha- 
nolamine (Theamin, Fleet) 0.625 Gm. 
aqua 37.0 ml. in rectal dispenser. Units 
packed in individual cartons, manufac- 
turer’s label readily removable. 

REFERENCE: (1) Ridolfo, A. S. & Kohlstaedt, 


K. G., “A simplified method for the rectal in- 
stillation of theophylline”— to be published 


CLYSMATHANE 


Disposable Rectal Unit 


Professional Samples and literature on request 


Cc. B. FLEET Coa., INC. 
Lynchburg, Virginia 
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A few suggestions on how to give 
your patient a diet he can “stick to” — 






+ RF —and a glass of 
2%) beer, at your 
}* 4 discretion, for 


The Low Calorie Diet — gal 


A diet that calls for lamb chops 
when they aren’t on the restaurant 
menu is an invitation to “slip off.” 
But a diet outline that lets your 
patient fill in details provides in- 
centive to stick to his diet. 

He must remember that a candy 
bar equals a hamburger in calo- 
ries only. An alternative must be 
the equivalent in nutrition, too. 

Fresh fruits or vegetables such 


United States Brewers Foundation 
Beer— America’s Beverage of Moderation . 
If you'd like reprints of 12 special diets, please write United States Brewers Foundation, 535 Fifth Ave., New York 17 


ot —_ 


as celery and radishes make good 
low-calorie nibbles. Spices, herbs, 
lemon and vinegar add zest with 
few or no calories. 

Have your patient keep a calorie 
count. Then with a glass of beer* 
to brighten meals, he is more apt 
to follow a balanced diet later. 


*104 Calories/8 oz. glass (Average of American Beers) 




















Dexamyl*—the unique “normalizer’’—will 
frequently provide the ‘‘psychic assist’’ needed 
to help patients through periods of unusual 
stress. Because ‘Dexamyl’ is a combination of 
Dexedrine* (dextro-amphetamine sulfate, 


S.K.F.) and amobarbital, it is particularly 
effective in counteracting anxiety and tension, 
replacing these symptoms with an attitude of 
calm optimism. Available as tablets, elixir and 
Spansule* sustained release capsules. 





*T.M. Reg. U.S. Pat. Off. 


MITH KLINE & FRENCH LABORATORIES, PHILADELPHIA 








When accompanied by adequate amounts of eggs) which supply: 34 of our calcium; % of our 
all essential nutrients... fats play an important riboflavin; about 24 of our protein; 4 of our 
role in nutrition by furnishing a concentrated niacin; 14 of our iron and thiamine; and 4 of 
source of energy for carrying out daily activities. our vitamin A, chiefly preformed... 


These are percentages of total fat which Ameri- 1/4; comes from plant food products (dry beans, 

cans obtain from various foods... peas, nuts, flour, cereal, fruits and vegetables) 

43.2% from fats and oils (excluding butter)... | which supply: 9/10 of our ascorbic acid; almost 

23.6% from eggs, meat, poultry and fish... 74 of our vitamin A and thiamine; about 4 of 

23.0% from milk in all forms, cheese, icecream _ our iron and niacin; about 4 of our riboflavin; 
and butter... and 4 of our calcium... and 

2.7% from dry beans, peas, nuts and soya 14, comes from concentrated fat and carbo- 

flour... hydrate foods (fats and oils. without butter, sugars 

1.4°% from flour and cereal products ... and sirups) which provide less than 1/20 of any 

0.7% from vegetables and fruits... and essential nutrient for which allowances are estab- 

5.4% from other foods. lished. 
Of the calories consumed by Americans: Fat, as present in foods and used in meal prepa- 


14, comes from animal food products (all dairy ration, contributes to the pleasure of eating... 
foods including butter, meat, poultry, fish and and to the body’s fuel needs. 


Since 1915... promoting better health through nutrition research, education 
NATIONAL DAIRY COUNCIL 


A non-profit organization 


111 N. Canal St. + Chicago 6, Ill. 


THIS ADVERTISEMENT IS ONE OF A SERIES. REPRINTS ARE AVAILABLE UPON REQUEST. 





The nutritional statements made in this advertisement have 
been reviewed by the Council on Foods and Nutrition of the 
American Medical Association and found consistent with cur- 
rent authoritative medical opinion. 
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Postmenopausal Vaginitis 
Senile Vaginitis 


Bslcimsaeiuns 


WW EXCLUSIVE 
ACID MANTLE! 
ACID MANTLE® Hydrocortisone - 


Estrone-Pyrilamine Maleate-Synthetic Vitamin A 
providing 

Epithelium Regenerative 
Antiinflammatory 


27 He 


Antipruritic 


Antikeratotic action 


"4 


“| 40.) VSI 


Antiallergic 
Antihistaminic 
Normal-Vaginal- and 

Anal-Tract- pH-Restorative 
Sig: Apply twice daily—Supply: 1 oz. tubes 


OI/ 
Samples and literature on request S 4 
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gentle motivation 
; to encourage 
normal 
elimination 


Sal Hepatica 


LAXATIVE WITH ANTACID 


speedy, gentle 
: relief for 
“constipation 

, and excess 


Dependable — Draws water into in- 
testines by osmosis, creating moist 
bulk and gentle pressure to initiate 
proper intestinal response. 


ANOTHER FINE PRODUCT OF BRISTOL-MYERS 
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One tablet q. 12 h. to prevent angina pectoris 


1 tablet 
all day 


Provides full 24-hour protection for 8 
out of 10 angina patients: In rigorous 
clinical trials} METAMINE SUSTAINED 
improved 80 (78%) of 103 patients 
with angina pectoris, including a group 
refractory to other medication. 


Each METAMINE SUSTAINED tablet 
slowly releases 10 mg. of METAMINE, 
the unique, amino nitrate, to provide 
lasting, 12-hour protection from 
attacks of angina pectoris. 





1 tablet 


all night 






Simplified dosage—just 1 tablet on 
arising, and | before the evening meal. 


Greater economy for your patient with 
angina pectoris. 


Supplied: METAMINE SUSTAINED, 10 mg., 
bottles of 50 sustained-release tablets. 
Also available: METAMINE, 2 mg., in 
bottles of 50 and 500, and METAMINE 
(2 mg.) with BUTABARBITAL (4 gr.), 
bottles of 50 tablets. 


‘Fuller, H. L. and Kassel, L. E.: Antibiotic Medicine and Clinical Therapy, 3:322, October 1956. 


1 tablet 





VMetamine 


triethanolamine trinitrate biphosphate, LEEMING, 10 mg. 


- Sustained 


Shes, Looming G Co Sue. 155 £. 44th St., New York 17, N.Y. 
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(therapeutically, that is) 





(Theominal with Rauwolfia serpentina) 


FOR ESSENTIAL HYPERTENSION 


1. Gradual but sustained RAUWOLFIA SERPENTINA- used medicinally 
reduction of blood pressure ry for centuries in India and Malaya 
2. Diminution of emotional 3 
tension, anxiety and insomnia THEOMINAL — prescribed by American 
3. Alleviation of congestive physicians for several decades 
headache, vertigo, dyspnea 
4. Improvement in orientation = THEOMINAL R.S.: 


and social behavior in the aged Each tablet contains 320 mg. theobromine, 


10 mg. Luminal,® 1.5 mg. purified 
1 tablet two or three times daily. 


Bottles of 100 and 500 tablets. 


Ravwolfia serpentina alkaloids (alseroxylon). 


Theominal and Luminal (brand of phenobarbital), ote Seen are 
trademarks reg. U.S. Pat. Off. 





renew vitality with... 


new 
improved formula 


ee “MEDIATRIC” J 


new 


The improved “Mediatric” 
formula helps renew the 
vitality of your elderly pa- 
tients and makes them more 
able to cope with the stress 
of old age. The new formula 
“Mediatric” provides, in ad- 
dition to the steroids, 100% 
more Vitamin C, twice as 
much B:,added B factors, and 
lower iron dosage (to lessen 
gastric irritation yet ade- 
quate for specific therapy). 


It also contains a mild anti- 
depressant to give a gentle, 
emotional lift. 


improved formula M E D AT R Ca 


Each capsule or tablet contains: 





Conjugated estrogens equine 
(“Premarin”®) 
Methyltestosterone 
Vitamin C (ascorbic acid) 100.0 mg. 
Vitamin B,, with intrinsic factor 
concentrate Unit 
Thiamine mononitrate (B,) 0.0 mg. 
Riboflavin (B.) .0 mg. 
Nicotinamide 0 mg. 
Pyridoxine HCl (B,) .0 mg. 
Cale. pantothenate 0 mg. 


AYERST LABORATORIES 


5829 


New York 16, New York °* 


steroid-nutritional compound 


Pollc g6d Wit Rs. 5.5c0cswaw stow aa bennee 
FOrTOUS BULA GRSIC. 6 5 c:s sec ass eeaeea 
d-Desoxyephedrine HCl 


Suggested Dosages: Male — 1 capsule or 1 tablet 
daily, or as required. Female — 1 capsule or 1 tablet 
daily, or as required, taken in 21 day courses with 
a rest period of one week between courses. 
Supplied: Capsules — No. 252— Bottles of 30, 100, 
and 1,000. Tablets — No. 752 — Bottles of 

100 and 1,000. 


Montreal, Canada 








